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The Lived Experiences of Nurses Caring for Pediatric Behavioral Health Patients in the 
Emergency Department 
Jamie Beth Rivera, Ph.D. 
University of Connecticut, 2018 
Obtaining behavioral health evaluation and care for the pediatric population is particularly 
difficult.  In recent years, emergency departments (EDs) have become a customary location for 
patients to seek behavioral health treatment.  This spike has created unforeseen problems and 
caring for this vulnerable population presents ED nurses with many challenges.  The purpose of 
the study was to understand the lived experience of nurses caring for pediatric behavioral health 
patients in the ED.  A qualitative, descriptive phenomenological research design was utilized.  
Participants (N = 15) engaged in semi-structured interviews and Colaizzi’s (1978) method was 
used to identify themes.  The data analysis resulted in 355 significant statements, which formed 
five overarching themes: (a) Caring on Empty: The Result of Negative Emotions and Feelings, 
(b) A Fraying Rope: Does Anyone Care About Us?, (c) Children in Purgatory: Waiting in 
Limbo, (d) Mirroring a Prison: Are We Doing More Harm Than Good, and (e) Creating a Larger 
Tool Belt: Incorporating Behavioral Health Into the ED.  Nurses often expressed frustration, 
anger, sadness, hopelessness, and feelings of being overwhelmed.  Many either experienced or 
witnessed physical violence and feared working with this population.  The physical and 
emotional abuse led nurses to wonder if hospital organizations cared about their well-being.  
Nurses discussed excessive utilization of the ED, excessive lengths of stay, and the lack of 
resources in the ED.  Caring for pediatric behavioral health patients in the ED was described as 
“working on a sinking ship.”   Nurses can utilize the results of this study to provide safe, 
therapeutic care to pediatric behavioral health patients in the ED.  The results make clear the  
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importance of putting pediatric behavioral health at the forefront of ED care in order to increase 
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CHAPTER I: INTRODUCTION 
In Chapter 1, the research study, “The Lived Experiences of Nurses Caring for Pediatric 
Behavioral Health Patients in the Emergency Department” will be introduced.  The number of 
children seeking behavioral health evaluations in the emergency department (ED) has 
progressively increased over recent years and is considered the fastest growing section of ED 
visits across the United States (Pittsenbarger & Mannix, 2013; Rogers, Mulvey, Divietro, & 
Sturm, 2017; Sheridan et al, 2015).  The reason for the ED becoming the point of entry to receive 
behavioral health care is multifaceted.  EDs are having a difficult time accommodating this rise 
and as a result, children are waiting in the ED for inpatient treatment for days and even weeks to 
find placement to receive the appropriate treatment.  Therefore, ED nurses have had to shift their 
mindset and skills of caring for acute medical pediatric patients in an episode to routinely caring 
for pediatric behavioral health patients who present to the ED in an acute behavioral health crisis 
(Hazen & Prager, 2017).  
The background section in this chapter contains significant information regarding the 
history of mental health hospitals.  The three phases discussed include: (a) institutionalization of 
hospital care, (b) the decline of asylums, and (c) the transition of mental health care into the 
community.  This historical section addresses the unmet needs of the pediatric population for 
behavioral health services as well current challenges ED nurses are experiencing with the 
increase of children utilizing behavioral health care as an entry point to access care.  This section 
also emphasizes social perspectives on pediatric behavioral health.  This includes the growth and 
development of children and adolescents.  Several barriers to behavioral health care services are 
also addressed—including the limitations of accessing, receiving, and benefiting from behavioral 




behavioral health care.  The impact of bullying and social media related to ED visits was also 
addressed.  The chapter concludes with the significance of pediatric behavioral health care in the 
ED, a discussion of the need for research, as well as the purpose of this study.   
Historical Context 
Historically, the term mental illness was used to describe individuals who were diagnosed 
with clinical disorders and needed psychiatric services.  The care and treatment of mental illness 
began in the 1880s.  The first phase was from 1880 to 1950, and it was referred to as 
institutionalized hospital care.  During this era, individuals who were deemed extremely violent 
or too disruptive to remain at home were institutionalized to receive mental health care for long 
periods of time.  The care focused on the containment of individuals with a broad range of 
clinical disorders and social abnormalities.  During this time, psychological treatments and 
pharmacological options were limited.  Many psychiatric medications were not approved to treat 
mental illness until the 1950s.  During the 1950s and 1960s, the decline of the asylums began.  
This was mainly due to advances in psychosocial and pharmacological treatment to help stabilize 
individuals.  This decline allowed for a balance of institutionalized care while still being able to 
receive care within the community (World Health Organization, 2003).  Over the next few 
decades, the pendulum shifted from institutional care to trying to maintain individuals in the 
community.  During the 1990s and 2000s, community health centers expanded their mental 
health services while many standalone psychiatric hospitals closed.  Transitioning individuals to 
receive services in the community has been important; however, it has come with unforeseen 
problems.  Many community services operate on weekday, 9:00 to 5:00 p.m. schedules, leaving 
many hours uncovered for individuals to seek treatment.  This has placed new demands on EDs 




The above historical context primarily addressed the mental health concerns of adults.  
However, the behavioral and social needs of children have gone unmet for decades as well.  Over 
the past 50 years, psychiatric hospitals in the United States have decreased dramatically, even 
more for the pediatric population.  The Community Mental Health Centers Act of 1963 was the 
beginning of the depopulation of state hospitals.  The number of state hospitals has decreased by 
90% (Davis, Fulginiti, Kriegel, & Brekke, 2012).  Many of the hospitals that remain open do not 
accept children or adolescents.  This societal shift has led care to be given more in the 
community and less in hospitals.  This has benefited mainly middle-class children with less 
severe behavioral health disorders.  However, individuals from lower socioeconomic status, 
incarcerated, or homeless—as well as those with severe and persistent behavioral health 
disorders—struggle more.  This population is met with many barriers that warrant further 
attention (Davis et al., 2012). 
With the growing problems for children with behavioral health needs, ED nurses caring 
for this population find it especially challenging.  Nurses who work in the ED are trained to care 
for acute physical emergencies and have a rapid turnover of patients.  In order to maintain 
efficient patient care, the flow of the ED is designed to have patients triaged, assessed, and 
treated within a certain timeframe.  It is then determined if the patient gets discharged or 
admitted to the hospital (Richard & Jarvis, 2016).  ED nurses are accustomed to loud noises, 
alarms, and bright lights in a fast-paced department.  This type of milieu is not conducive for a 
child experiencing a behavioral health crisis.  A child coming to the ED for a behavioral health 
evaluation usually needs the exact opposite: Continuity of care, limited stimulation, and a quiet 




prepared or trained to care for such complex behavioral health problems (Hazen & Prager, 2017; 
Marynowski-Traczyk & Broadbent, 2011; Plant & White, 2013; Rivera, 2014).   
Social Context 
Pediatrics and Behavioral Health  
Whether a child’s behavior is “normal” or indicative of emotional problems is often 
difficult to determine.  Opposition during various developmental stages is both normal and 
healthy.  However, it is difficult to differentiate between normal emotional changes that occur 
during childhood and a serious mental condition.  This can ultimately lead to misdiagnosis or 
lack of diagnose of a behavioral health illness (Ross, Vingilis, & Osuch, 2012). 
Younger children are more difficult to diagnosis because of their limited language skills 
and level of cognitive and emotional development.  Children also undergo rapid neurological, 
physiological, and psychological changes.  These rapid and complex changes can often leave the 
guardian or clinician deciding if the child’s behavior is a developmental lag, trauma that may 
correct itself with time, or a behavioral health disorder.  During this timeframe in childhood, 
resilience (or lack thereof) also emerges.  Building resiliency can help with difficult and stressful 
life situations such as school connections, problem-solving skills, social competence, and family 
and community interactions.  A child who develops resiliency is characterized as someone who 
has an adaptable temperament; has the ability to form nurturing relationships with parental 
figures; and has the ability to distance him or herself from emotional chaos in school, with 
family or friends, or in the community (Parsons, 2018).  
As children enter adolescence, there are several other predisposing factors that must also 
be considered.  Adolescence is a critical formative period in life.  Separation from the family 




formation of identity become important.  Children may experience adolescence as extremely 
turbulent, at times lasting throughout this entire period and into adulthood.  The transition from 
concrete thinking to abstract thinking begins, and adolescents become more aware of their 
feelings.  In addition, adolescents face unique psychosocial stressors.  Adolescents become more 
engaged in peer groups and begin to form more complex relationships, such as intimate 
relationships.  As identify forms, adolescents struggle to balance home responsibilities and 
extracurricular activities and also begin to engage in risk-taking behaviors (Rodgers & Bruening, 
2017).    
Barriers to Pediatric Behavioral Healthcare Services  
The population of children with behavioral health issues and diagnoses faces many 
barriers in the health care system.  Oftentimes, accessing, receiving, and benefiting from quality 
behavioral health care can be difficult for these children, especially for impoverished children 
and families.  The Centers for Disease Control and Prevention (CDC, 2018) has estimated that 
20% of adolescents have been diagnosed with a behavioral health issue that interferes with their 
ability to function in their environment.  Research has also shown that an estimated 10% have 
been identified as having serious emotional disturbances.  Youth from racial and/or ethnic 
minority backgrounds, lower socioeconomic status, and those placed in foster homes or 
residential homes are considered at increased risk for developing a mental illness (CDC, 2018). 
Less than half of all those who need behavioral health services received any type of 
treatment within the past year (Anderson, Howarth, Vainre, Jones, & Humphrey, 2017).  A 
literature review conducted by Anderson et al. (2017) noted several barriers to access for 
children and adolescents.  After synthesizing 47 articles from six different countries, four major 




noted in the findings, especially among those who lived in rural areas.  Families reported having 
to travel several miles to seek help for their child.  Second, the lack of information about 
available services was also noted; specifically, families did not know where to go to seek out 
behavioral health services.  Behavioral health services were not regularly discussed during 
annual physicals, and families felt that information was not readily available to find behavioral 
health care.  Many families also felt that services were not flexible, therefore creating a difficult 
barrier to overcome.  For example, when a child’s treatment was ongoing, children missed 
school and families often missed work in order to attend appointments.  This was due to services 
not being available in the evenings or on weekends.  Lastly, families often felt that there was an 
extended wait time to access behavioral health services.  The length of time from calling to make 
an appointment to seeing a clinician was often longer than 2 weeks.  When families called for an 
appointment, it was often due to an acute crisis that recently occurred and could not wait for that 
length of time.  This left the families feeling frustrated and angry.   
From a medical standpoint, early detection and prevention of many diseases such as 
obesity, heart disease, and diabetes has been at the forefront of nationwide initiatives to improve 
health and reduce health care costs.  However, early intervention and prevention of common 
behavioral health disorders has not received the same attention.  Oftentimes, behavioral health 
illnesses are diagnosed during adolescence but services for this age group are repeatedly lacking.  
This imbalance has created many barriers and challenges for families trying to access care for 
their child.  From a social theory standpoint, people with less power and/or fewer resources are 
more likely to receive coercive responses to their actions.  There is a shortage of psychiatric 




gap between the two is expected to widen and barriers will continue to exist (Bitar, Springer, 
Gee, Graff, & Schydlower, 2009). 
There are many challenges for adolescents to obtaining behavioral health services.  Lack 
of insurance, quality of insurance coverage, disparities in accessibility, and social stigma are the 
most common reasons adolescents do not receive adequate behavioral health treatment.  The 
treatment gap also widens among adolescents who are homeless, under the care of a state mental 
health department, residing in juvenile detention centers, or part of a minority population—as 
well as among gay, lesbian, bisexual, and transgender adolescents (Bains, 2014; Caballero et al., 
2017; Lee, Goodkind, & Shook, 2017; Lynch, Bautista, Freer, Kalynych, & Hendry, 2015; 
Marrast, Himmelstein, & Woolhandler; 2016; Mustanski, Garofalo, & Emerson, 2010). 
There continues to be a lack of parity when comparing behavioral health services and 
medical services.  Illnesses of the brain are not treated as equal to illnesses of other body 
systems.  Limits on the number of visits and annual or lifetime dollar limits for behavioral health 
care remain a reality for many individuals who need help.  Under the Reinvestment and 
Recovery Act, medical facilities have been able to convert electronic medical records in an 
attempt to collaborate with other health care providers and streamline patient documents.  Being 
able to make medical records more efficient increases the timely availability of access to patient 
records and reduces transcription errors.  To keep costs down, nonmedical health professionals 
(psychologists and social workers), psychiatric hospitals, mental health clinics, and substance 
abuse facilities were not included in the Reinvestment and Recovery Act (Fritz & Kennedy, 
2012).  
Stigma regarding behavioral health illnesses seems to be widely sanctioned by the 




cognitive processes that occur as a result of behavioral health stigma.  The first was cues.  Cues 
can be described as how the general public views someone with a behavioral health illness and 
can include physical appearance, labels, and compromised social skills.  The second is 
stereotyping often experienced by individuals with behavioral health illnesses.  Common 
stereotypes include these individuals being viewed as weak, dangerous, incompetent, and/or 
different.  As a result of stereotyping, societal views often perpetuate prejudice.  Lastly, 
individuals perceived as having behavioral health issues are subject to discriminatory behavior 
such social exclusion and bullying. 
Stigmatizing processes begin early and can have a profound negative effect on 
adolescents.  Adolescents with behavioral health issues often have problems with self-esteem, 
have deceased opportunities for social interaction, and are less likely to seek care for their 
problem.  Also, adolescents may feel further excluded and isolated if their parents seem 
embarrassed or not knowledgeable about their illness (Bulanda et al., 2014; Reardon et al., 
2017).   
Perceived discrimination has been strongly associated with behavioral health outcomes, 
including, anxiety, depression, low self-esteem, and chronic stress.  Perceived discrimination is 
“a concept used by researchers to refer to a broader range of discriminatory acts that can be 
experienced by members of different racial, ethnic, or culture-based groups” (Cooke, Bowie, & 
Carrere, 2014, p. 301).  In adolescence, multiple forms of discrimination—including racial, 
ethnic, class, or sexual discrimination—have been associated with behavioral health issues.  
These multiple forms of discrimination may therefore hinder future pathways for adolescents, 
including academic, career, and lifestyle choices.  Cooke et al. (2014) examined the effects of 




significantly greater discrimination in school than multiracial and European American children, 
resulting in increased social stress and feelings of exclusion. 
Impact of Bullying on ED Visits  
An environmental factor that has developed into a phenomenon of serious concern for 
those who work with the pediatric population is bullying.  This factor has contributed to a spike 
in ED visits among children who experience bullying and/or cyberbullying.  Bullying may not 
only cause physical health problems but also serious psychological problems for children, 
including anxiety, depression, suicidal ideation, avoidance of school, and poor academic 
outcomes.  Bully victimization has contributed to the number of children who present to the ED 
with self-harming behaviors and suicidal ideation (Alavi et al., 2017; Beck-Little & Catton, 
2011; Roberts, Axas, Nesdole, & Repetti, 2016; Waseem et al, 2014).   
Social media has become a presence in children’s lives now more than ever.  Although 
social media can be used in a positive way, it has been linked to potential harm.  A more recent 
form of bullying is cyberbullying.  Cyberbullying can be defined as bullying that occurs through 
the use of mobile phones, e-mail, text messages, or social media sites that results in threatening, 
embarrassing, harassing, or socially excluding individuals.  Cyberbullying is different from 
traditional bullying in that is allows for anonymity and can also be spread to large group of 
individuals very quickly.   Children and adolescents have been increasingly seeking care in the 
ED for issues related to cyberbullying.  Ranney et al. (2016) discovered that almost 1 in 2 
adolescents who presented to the ED with a behavioral health crisis reported physical peer 
violence and cyberbullying within the past year.  These findings were strongly associated with 




considered more prevalent, cyberbullying has gained considerable attention around the world due 
to highly publicized suicides from this type of bullying (Hamm et al., 2010; Roberts et al., 2016).   
Goldstein, Silverman, Phillips, & Lichenstein, 2005; Lueck, Kearl, Lam, & Claudius, 
2015 supported a correlation between school in session and the number of behavioral health 
evaluations in the ED.  Both studies discovered there was a significant increase in the number of 
children seen for behavioral health evaluations in the ED during the school year versus during 
vacation weeks or the summer.  Although the number of behavioral health evaluation and times, 
days, and months were only tracked in the study, stressors such as academic requirements and 
bullying were potential contributing factors to this relationship. 
Pediatric Behavioral Health and the Emergency Department 
EDs have become a customary location for pediatric patients to seek behavioral health 
treatment.  ED visits in some hospitals have increased to more than 50% for children seeking 
behavioral health services (Brown & Schubert, 2010). EDs have not been able to accommodate 
this increase, and children are waiting in the ED for inpatient treatment for days and even weeks 
to find placement in order to receive appropriate treatment.  The number of inpatient behavioral 
health units has shrunk over the years, making it increasingly difficult to place children.  Many 
EDs find themselves competing with other hospitals to find placements in this limited 
environment.  Inpatient facilities further complicate things by being selective regarding who they 
will admit to the facility, often leaving the most acutely and severely ill children to wait the 
longest.  Children with a history of aggressive behavior, autism spectrum disorders, and those 
who may need one-to-one staffing are not a priority for facilities due to financial constraints and 




living situation, and who are low risk to be readmitted are often selected to receive treatment 
(Hazen & Prager, 2017; Liu, Pearl, Kong, Lesie, & Murray, 2017). 
There is also another unique feature to the ED environment that may contribute to the 
dissatisfaction of ED nurses caring for pediatric behavioral health patients in the ED.  In the 
United States, the Emergency Medical Treatment and Labor Act (EMTALA) of 2012 
distinguished the emergency care system from all other health care settings.  All hospitals that 
participate in the Medicare reimbursement program are required to follow EMTALA regulations, 
or the hospital will be fined and/or lose the ability to receive reimbursement from Medicare.  
Therefore, emergency care providers are obliged by law to provide care to every person who 
enters the ED, even when the acuity and volume of patients surpasses the capacity of the ED.  
The EMTALA requires that U.S. EDs accept, stabilize, and treat all patients, including patients 
with behavioral health emergencies.  However, the treatment given in the ED is not equivalent to 
that in a behavioral health facility, and boarding patients in the ED may ultimately not be 
beneficial to them.  Behavioral health patients are not provided with the best care available, and 
facilities are beginning to track this problem (Nolan et al., 2015). 
Significance 
There is an acute health crisis among the youngest generation of Americans.  The 
pediatric behavioral health crisis in the United States leaves the current generation at risk for 
many undesirable outcomes in the future.  According to the CDC (2018), suicide is the second 
leading cause of death among children ages 10 to 24.  The CDC is the leading national public 
institute and health protection agency in the United States.  It recently released startling statistics 
regarding pediatric behavioral health illnesses, the lack of treatment, and suicide rates.  In a 




illness in the United States.  An estimated 10 million children are not diagnosed.  Only 20% of 
those children who are diagnosed actually receive treatment, leaving 12 million children each 
year receiving no treatment.  The report also stated that depression is worsening, especially for 
females.  Suicide reached a 40-year high among girls in 2015, doubling from previous statistics 
reported by the CDC.   
The Institute of Medicine is a nonprofit organization that works outside of the 
government to provide evidenced-based research and recommendations on public health and 
science policy.  The Institute of Medicine (2007) noted inadequacies in the evaluation of children 
and adolescents who presented to the ED with behavioral health issues.  The reasons for 
inadequate assessments of children and adolescents included staff working in stressful 
environments, lack of inpatient beds, and lack of education and training (e.g., best practice 
guidelines for staff).   
The Emergency Nurses Association (ENA, 2013) stated that 1 in every 8 patients enters 
the emergency room due to a behavioral health issue and/or substance abuse.  Being able to care 
for these patients presents many challenges for nurses.  The position statement by the Emergency 
Nurses Association discussed how ED staff generally does not feel comfortable in providing care 
to behavioral health patients.  Staff concerns included the following: personal biases, safety 
concerns, lack of guidelines, lack of confidence and expertise, and inadequate educational 
preparation.  It is therefore important to identity best practices for ED care for this population in 
order to improve pediatric behavioral health outcomes (ENA, 2013). 
Call for Research 
Since graduating with my bachelor’s of science in nursing in 1999, I have always worked 




school nurse in an urban setting, and as an inpatient pediatric nurse caring for children up to the 
age of 21.  I have cared for children with behavioral health problems at various times at each 
place of employment.  
I currently work as a per diem nurse in a pediatric ED.  I have spent many hours caring 
for pediatric behavioral health patients and their families in the ED.  It was not until I started 
working in this pediatric setting that I began to understand the volume of children brought to the 
ED to have behavioral health evaluations.  The number of children brought in by family or 
emergency medical services is overwhelming, confusing, and heartbreaking.  Working in the 
behavioral health unit in the ED has inspired me to improve health care outcomes for children 
and their families, as well as working conditions for nurses in this setting.   
Purpose 
The purpose of this descriptive phenomenological study was to understand the nurses’ 
experiences of caring for pediatric patients with behavioral health concerns in the ED.  The high 
prevalence of children in the ED seeking behavioral health care—as well as a need to find 
appropriate care for this population—highlighted the need for research to examine the 
experiences of nurses caring for pediatric behavioral health patients in the ED.  A 
phenomenological inquiry was selected to help uncover meaning and flesh out nurses’ 
experiences caring for pediatric behavioral health patients in the ED.  Conducting a qualitative 
research study was expected to generate knowledge about the lived experiences of nurses 
immersed in this phenomenon.  A qualitative approach allows readers to enter the experiences of 
others and to see the world from their perspective.  Obtaining qualitative data was also expected 




Colaizzi’s (1978) method of descriptive phenomenology was utilized in this study.  
Descriptive phenomenology aligned with the purpose of this study, namely to understand nurses’ 
lived experiences of caring for this particular population in the ED.  This method allowed for 
nurses to openly and honestly describe the essence of their experiences.  This method also 
allowed nurses’ perspectives to emerge directly in the data—allowing them to speak for 
themselves.  Rich data were obtained through the interviews, allowing for an in-depth 
examination of the topic. 
The study aimed to understand nurses’ experiences of caring for pediatric behavioral 
health patients in order to improve patient care and outcomes.  Improvements made to the 
provision of services to this population will ultimately foster more compassionate, therapeutic, 
and safer health care.  Nurses are often seeking to change the culture of stigma surrounding 
behavioral health.  This study aimed to open dialogue and understand the myriad of challenges 
nurses encounter in caring for pediatric behavioral health patients in the ED.   
Conclusion 
In Chapter 1, the research study was introduced.  The background section provided 
statistical information regarding the prevalence of children with behavioral health issues 
presenting to the ED for care.  Historical and social contexts were provided for the factors 
contributing to this phenomenon.  Barriers to receiving services and factors impacting ED visits 
(e.g., bullying) were also discussed.  The significance section explored the need to improve 
behavioral health visits in the ED.  Lastly, the purpose of the study and need for research in this 
area were discussed.   
Chapter 2 contains a thematic review of the literature on factors that impact ED nurses 




phenomenology, and Colaizzi’s method will be described in detail.  The results of this research 
are presented in Chapter 4.  Chapter 5 includes a summary of the research findings in relation to 
the literature reviewed.  The implications of this study for clinical practice, research, and nursing 





CHAPTER II: LITERATURE REVIEW 
Chapter 2 presents the literature related to nurses’ experiences of caring for pediatric 
patients in the ED.  The literature was categorized into the following themes: (a) nurses’ 
experiences working in the ED, (b) the increase in length of stay for behavioral health patients in 
the ED, and (c) lack of training reported by the nurses caring for this population.  Each category 
was considered and studies are discussed in detail throughout the literature review.   
Procedure 
One of the most difficult features of this literature review was locating studies focused on 
the nurses’ experiences caring for pediatric behavioral health patients in the ED.  Because few 
studies addressed this topic specifically, the scope of this review was broadened to include 
studies related to all aspects that impact the nurses’ experiences caring for behavioral health 
patients in the ED.   Online databases such as the Cumulative Index to Nursing and Allied Health 
Literature (CINAHL), Education Resources Information Center (ERIC), PsycInfo, PubMed, and 
ProQuest were searched.  The search was not limited to specific publication dates.  Keywords 
and phrases included the following: child*, adolescents, pediatrics, youth, experiences, nurses, 
perceptions, bullying, cyberbullying, health disparities, access to mental health OR behavioral 
health, barriers AND mental health OR behavioral health, emergency department, emergency 
room, mental health, mental illness, behavioral health, qualitative, quantitative, and mixed-
methods.  After reviewing the retrieved articles, additional keywords were utilized: length of 
stay, crowding, violence, secondary traumatic stress, compassion fatigue, vicarious trauma, 
training, and education.  In addition, websites of the CDC, ENA, World Health Organization, 





An exhaustive search yielded 32 research studies that were examined for this literature 
review.  All of the studies were published after the year 2000.  Thirty-one articles were published 
in the literature.  One study was an unpublished pilot study.  The publications came from a 
variety of disciplines.  Twenty-three articles were found in nursing journals, four articles were in 
medicine journals, three in psychology journals, and two in sociology journals.  Twenty-three 
U.S. studies were included.  Four studies came from Australia, two came from Ireland, and two 
from Germany; there was one study from Scotland.  Eighteen used quantitative methods, 10 used 
qualitative methods, two were mixed-methods, and one was an unpublished qualitative pilot 
study.  More information regarding specific study characteristics is available in Tables 1, 2, and 
3.  In these tables, articles that focused on pediatric ED nurses were identified.  The following 
sections present an in-depth discussion of the literature. 
Themes in the Literature Review 
After reviewing the articles obtained through the comprehensive literature review, ED 
nurses in general do not feel comfortable in providing care for emergency behavioral health 
patients.  The most common themes noted in the literature are as follows: (a) nurses’ negative or 
less than positive experiences working in the ED, (b) the increase in length of stay of behavioral 
health patients in the ED, and (c) lack of training reported by the nurses caring for this 
population.  
Nurses’ Experiences Working in the ED 
The first theme in this literature review was nurses’ experiences working in the ED.  It is 





Characteristics of Individual Studies Included for Workplace Violence Amongst ED Nurses  
Authors/ Year 
Pediatric 
Study Setting Sample Country Research Design Discipline Results 
        
Adriaenssens, de 
Gucht, & Maes 
(2012) 
No 15 Flemish 
(Belgian) general 
hospitals  
N = 248  Germany Cross-sectional study Nursing  ED nurses are vulnerable to post-
traumatic stress reactions due to 




& Rutledge (2009) 









Nursing  High prevalence of STS in ED nurses  
Duffy, Avalos, & 
Dowling (2015) 
 





Nursing  64% met criteria for STS 
Gacki-Smith et al. 
(2009) 
No National Study 
from ENA  
N = 3,465 United 
States 
Quantitative  
69-item survey  
Nursing  Frequent physical and verbal abuse. 
Fear of reporting abuse due to 
retaliation and lack of support from 
administration 
 




sample of 3,000 
from the ENA 
 







Nursing  BH patients were deemed highest to 
commit physical violence 
Gillespie & Melby 
(2003) 
No One hospital; two 
units. Medical unit 




N = 30 ED 
nurses 
Ireland Triangulated research 
design 
Nursing  Nursing working in the ED experienced 
higher levels of medium levels of 
exhaustion than the nurses working on 
a medical surgical unit. 
 






n = 31 ED 
workers; n = 




case study approach 
Nursing  Patients receiving BH evaluation and 







& Succop (2014) 
 
No 6 Hospitals: 2 
Level 1 Trauma; 2 
urban tertiary; 2 
community-based 
N = 220 
employees 








Nursing  On average, participants experienced 
more than 6 incidents of violence 





No ED RNs  N = 6 Australia  Qualitative  
interpretive 
phenomenology  
Nursing  3 themes: time, environment, and the 
client’s personal journey  
 
Morrison & Joy 
(2016) 
No 4 Hospitals  ED nurses  
Quantitative: 
n = 80 
Qualitative: 










Nursing  75% reported at least one symptom of 
STS within the past week and 39% met 
the full criteria of the diagnosis of STS 
Pich, Hazelton, & 
Kable (2013) 





Nursing  Nurses felt unsafe and felt parents were 
impatient and demanding  








Focus groups (n = 4) 
Krueger and Casey 
Nursing  Overarching theme of Powerlessness 










Nursing  Theme emerged that participants were 
assaulted and felt unsafe   
Robinson & Stinson 
(2016) 





Nursing Four themes emerged to support moral 
distress in ED nurses 
Wolf, Delao, & 
Perhats (2014) 
No ED nurses 
responded by email 






Nursing  3 themes emerged: environmental, 
personal, and cue recognition  
Wolf et al. (2016) No ENA 2014 
Conference ED 
nurses attendees  
were recruited 
using e-mail 
N = 17 United 
States 
Qualitative 
exploratory design  
Nursing  Themes emerged: Dysfunctional 
practice arena, being overwhelmed, and 





Characteristics of Individual Studies Included for Increased Length of Stay 
Authors/Year 
Pediatric 
Study Setting Sample Country Research Design Discipline Results 
        
Case, Case, Olfson, 















psychiatric LOS to 
medical LOS in 
pediatric patients 
  
Psychology  Median LOS for BH patients were 
169 minutes vs. 108 minutes for non-
BH patients  
Campbell & Pierce 
(2018) 




Sociology  Utilization of clinical social workers 
may help with decreasing LOS in the 
ED 
 
Kropp et al. (2005) No ED ED Visits Over 
1 year period 
N = 34,058 
 
Germany Retrospective study  Psychology  M = 123 minutes.  Longer for BH 
patients if transfer was needed  
Little et al. (2011) No Community ED Visits 
N = 43,600 
Non-psych = 
42,966 






t test  
Sociology  Average LOS for BH patients = 439 
min. 
Average LOS for non-BH patients  = 
247 min 


























Nursing  Pediatric BH patients had a longer 
LOS and admitted more frequently 






N = 16  
ED nurses 
Australia  Interpretive 
phenomenology 
Nursing  3 major themes emerged including 







McCarthy et al. 
(2009) 
 
No 4 EDs  Visits  
N > 225,000  
United 
States  
Retrospective study  Medicine  Crowding affected initial assessment 
and increased LOS 













Medicine  1089 min LOS for psych patients vs 
340 min LOS for medical patients 
Nolan, Fee, Cooper, 

















Nursing  21.5% BH patients boarded vs. 11% 
medical patients. Odds were 4.78 
times higher to board for BH 
patients. LOS was 2.78 hours longer 
for BH patients.  




Tertiary Care ED 
 
BH visits 




cohort study  
Medicine LOS = 13.9 hours Average miles 
was 83.  Children had an increase 
LOS and had to travel further to 
access care. 







BH visits  





Psychology  206 patients had extended LOS > 24 
hours 






Nursing  Theme emerged of extended wait 
times in the ED 











Nursing  LOS increased from 2009-2013 
Stephens, White, 
Cudnik, & Patterson 
(2014) 
No ED in large 
urban area  








Medicine  BH patients had > LOS. Patient 
level factors included: self-pay 
status, admission to inpatient care, 
transfer to a remote facility, and 







& Leber (2011) 
 





N = 1,468 
Children up to 






Nursing  LOS 11.5 hours for minor BH 
patients and 15 hours for major BH 
patients who needed transfer. Much 
greater than non-BH patients.  
Weiss et al. (2012) 
 












analyses    
 
Medicine LOS 11.5 hours and 15 hours for 
patients who needed transfer 
 
Wolf et al. (2015) No ED Nurses n = 1,229 
Quantitative  
 







Nursing Longer LOS are associated with an 
absence of dedicated inpatient space 







ED Nurses Lack the Knowledge, Skills, and Expertise  
Authors/ Year 
Pediatric 
Study Setting Sample Country 
Research 
Design Discipline Results 
        





No ED staff and 
Mental health 
workers  
n = 61 Quantitative  
 
n = 48 
Qualitative  
Australia Mixed-methods Nursing Inconsistencies and deficits in the 
educational preparation of ED staff to 
manage patients with mental illness. 
Kerrison & 
Chapman (2007) 
No ED nurses  Did not delineate  Australia  Qualitative 
focus groups 
Nursing  Themes emerged: customer focus, 
workplace aggression and violence, 
psychiatric theory, mental health 
assessment and chemical dependence. 
  




No ED ED Nurses  













Yes Pediatric ED ED nurses 





pilot study  
 
Nursing  Frequent medication errors. 
Wolf et al. (2015) No ED ED Nurses 
n = 1,229 
Quantitative strand 





Mixed-methods Nursing Participants noted a lack of education and 
resources to deliver safe, effective care to 






health patients in the ED, (b) physical and emotional abuse experienced by ED nurses, and (c) 
the negative psychosocial effects of caring for patients in the ED.  
Nurses Experiences of Caring for Behavioral Health Patients in the ED  
An increasing number of patients are presenting to the ED for behavioral health crises.  
Nurses are finding that caring for behavioral health patients in the ED is more common.  
Unfortunately, there has been minimal research specifically conducted on the nurses’ attitudes 
and experiences of care for behavioral health patients in the ED.  Four research articles were 
found specifically addressing the nurses’ experiences and attitudes of caring for behavioral 
health patients in the ED.  Three of these research articles utilized qualitative designs; one article 
focused solely on pediatric behavioral health patients (Marynowski-Traczyk & Broadbent, 2011; 
Plant & White, 2013; Rivera, 2014).  Additionally, there was one mixed-methods study that 
discussed the perceptions of challenges and facilitators of managing behavioral health patients in 
the ED (Wolf, Perhats, & Delao, 2015).   
Marynowski-Traczyk and Broadbent (2011) conducted an interpretive phenomenological 
study to examine the lived experience of caring for behavioral health patients the ED.  Six nurses 
were interviewed using semi-structured interviews.  The three themes that emerged were as 
follows: (a) time as a causative factor, (b) environment and the influence of surroundings, and (c) 
understanding the client’s journey.  The nurses recognized that compared to medical patients, 
behavioral health patients needed a lot more time, and the nurses were unable to give to this to 
them.  The environment of the ED was not suited to these patients.  The noise and high stimulus 
environment was not helpful in the healing process for these patients.  Finally, many nurses felt 
that it was difficult to understand a behavioral health patient’s journey.  One nurse compared 




for care.  The nurses also expressed frustration in that behavioral health illnesses cannot be 
cured, relapses occur frequently, and recovery has various meanings.   
A qualitative study by Plant and White (2013) employed focus groups to investigate 
nurses’ experiences of ED services provided to behavioral health patients.  Data were analyzed 
according to Krueger and Casey’s (2009) recommendations, and a number of themes emerged.  
Powerlessness was the overarching theme identified in this study.  Additional themes included: 
(a) facing the challenges, (b) struggling with challenges, (c) unmovable barriers, and (d) 
hopelessness and seeking resolutions.  Similar to Marynowski-Traczyk and Broadbent’s (2011) 
findings, nurses found that caring for behavioral health patients in the ED was particularly 
challenging.  The nurses in the Plant and White’s (2013) study believed that behavioral health 
patients were attention-seeking, took advantage of the staff, and abused the ED with frequent 
visits.  Nurses also described patients as needing too much time and attention.  The lack of 
training and knowledge of behavioral health diagnoses and psychiatric medications was the most 
discussed concern by the nurses.  Rivera’s (2014) pilot study focused exclusively on caring for 
pediatric behavioral health patients.  The findings of this qualitative study also echoed the 
research of the two other studies.   
 The literature supports an overwhelming and undesirable professional culture in caring 
for behavioral health patients in the ED.  Nurses deemed this population as highly manipulative, 
violent, attention-seeking, and extremely difficult to care for (Plant & White, 2013; Rivera, 
2014; Wolf et al., 2015).  Nurses also frequently referred to the amount of time it takes to care 
for a behavioral health patient.  The time it takes to triage, assess, and develop a plan of care is 
often emotionally draining and more extensive than that needed for a medical patient.  Patients 




Additionally, participants in the pilot study by Rivera (2014) described working with 
behavioral health children as challenging and frustrating.  All of the participants felt that patients 
overused the ED for non-emergencies, believing many of the patients could have been cared for 
outside of the hospital.  Some children were brought to the ED from school because they decided 
to throw a ruler or bouncy ball in class, which prompted a 911 call.  Other times, children were 
brought from juvenile detention centers for out-of-control behavior.  Some presented with 
threatening behavior in their regularly scheduled therapy session, prompting an ED visit.  Nurses 
expressed a sense of frustration in caring for these children because it often took away from the 
children who came to the emergency room for urgent medical reasons.  Two patient populations 
mentioned by all participants that were deemed as not appropriate for ED evaluations were 
children with autism and children who resided in detention centers.  
 Another common struggle nurses expressed about caring for behavioral health patients in 
the ED was feeling inadequate in how to communicate with them.  Nurses felt that their 
communication skills were often ineffective or not productive to the healing process, frequently 
leaving them with nothing to say.  They often questioned their ability to therapeutically 
communicate with behavioral health patients.  Plant and White (2013) described a nurse who 
struggled with saying the right thing for fear of making the situation worse.  Nurses also 
expressed that this population often did not thank them for their care, making them wonder if 
what they were doing mattered to the patient. 
In summary, the limited articles in the literature that addressed the nurses’ experiences 
caring for behavioral health patients in the ED discussed how various concerns and problems 
interfered with being able to provide proper care.  Even though only a few research articles were 




that the traditional ED environment did not fit the needs of behavioral health patients.  This 
created several barriers and challenges for nurses and often contributed the feelings of 
disempowerment and frustration (Marynowski-Traczyki & Broadbent, 2011; Plant & White, 
2013; Rivera, 2014).  Nurses also felt that behavioral health patients often needed more time 
given to them than medical patients. Nurses in the ED described their interactions with medical 
patients as frequent and provided episodic care.  Behavioral health patients were described as 
needing prolonged assessments and frequent care that required a lot of communication between 
the nurse and patient with each interaction.  This often disrupted the flow to provide care to other 
patients often led to feelings of inadequacy and discontent (Marynowksi-Traczyki & Broadbent, 
2011; Plant & White, 2013; Wolf et al., 2015). 
 Many nurses in the literature also discussed how caring for behavioral health patients 
were different than caring for medical patients.  The nurses felt very comfortable caring for 
medically complex and trauma patients.  The nurses relied on current skills and experiences that 
often did not include extensive behavioral health training.  This lack of preparation often had the 
nurses feeling unsure about their ability to make good decisions about care and contributed to the 
lack of confidence and feelings of frustration when caring for behavioral health patients (Plant & 
White, 2013; Wolf et al., 2015). 
Physical and Emotional Abuse Experienced by ED Nurses   
According to the U.S. Bureau of Labor and Statistics (2016), workplace violence among 
health care industries is 3.8% higher than in the private sector, with the ED considered one of the 
most vulnerable areas in health care to experience workplace violence (Gacki-Smith et al., 2009).  
Additionally, workplace violence has been defined by the by the National Institute for 




of physical assaults directed to persons at work or on duty” (p. 1).  Reports of workplace 
violence may actually be higher due to a lack of a clear definition by organizations, 
underreporting of incidents, and no mandated regulations for workplace violence prevention.   
Physical and emotional abuse was often cited in the literature, which adds strain among 
nurses caring for patients in the ED.  A common finding trending in the ED was nurses feeling 
unsafe due to the assaults, threats, and verbal abuse experienced when caring for patients in the 
ED.  The studies reported staff burnout, assaults, high employee turnover, and nurses leaving the 
profession altogether due to the increase of having to care for violent patients during crises 
(Gacki-Smith et al., 2009; Gillespie, Gates, & Berry, 2013; Gillespie, Gates, Kowalenko, 
Bresler, & Succop, 2014; Plant & White 2013; Wolf, Delao, & Perhats, 2014).   
Five studies were located focusing on nurses caring for behavioral health patients in the 
ED; two focused on pediatric behavioral health patients.  Both pediatric studies identified that 
violence among this group often included the child as well as the caregiver (Gillespie, Gates, 
Miller, & Howard, 2010).  In addition, these nurses felt that many of the pediatric patients 
seeking behavioral health treatment were not genuine and performed attention-seeking behaviors 
to be seen quicker, making the feelings of frustration and lack of compassion more common 
(Pich, Hazelton, & Kable, 2013).  
The qualitative study conducted in Australia by Pich et al. (2013) had 11 pediatric ED 
nurses who took part in semi-structured interviews either face to face or by telephone.  All 
participants stated that they experienced verbal abuse that was threatening in nature.  The threats 
to the nurses included being raped and killed.  One participant stated that a child had said, “I am 
going to follow you to your car . . . find out where you live.  I’m going to kill you.  I’m going to 




abuse.  One participant stated that physical abuse happened at least a few times every week.  
Weapons were also used to cause harm or destruction.  The weapons ranged from throwing 
chairs across a room, waiving a knife in the air, and grabbing intravenous poles to break 
windows.  Lastly, nurses also reported physical injuries.  The injuries included scratches, bruises, 
a broken nose, and surgery to repair a wrist injury.  Psychological injuries included fears about 
future violent episodes.  One nurse stated, “Nurses are going to be killed in the future” (Pich et 
al., 2013, p. 159).  
The other pediatric qualitative study conducted in the United States by Gillespie et al. 
(2010) included 31 ED workers; 12 of the participants were nurses.  The multi-case study 
approach generated five themes.  The participants reported verbal, nonverbal, and physical 
violence.  Verbal violence was reported by half of the participants.  Examples of verbal violence 
included yelling, cursing, and threatening the participants with physical harm.  Verbal violence 
was reported more from family members than the patients.  Examples of nonverbal violence 
included finger pointing (in participants’ faces) and blocking the door to prevent participants 
from leaving the room.  Participants also reported physical violence.  An example included a 
child grabbing a stethoscope and choking the provider with it.  A nurse also stated that after she 
told a child that he was going to be admitted to the floor, the child hit her: “I mean it was so fast 
that I didn’t even like, have to like, you know how you usually when you get punched you can 
kind of shield yourself with your hands and I was just like, ‘Whoa!’” (Gillespie et al. 2010, p. 
75).   
The findings in the literature addressed nurses experiencing verbal and physical violence 
in the ED.  The violence experienced by the nurses created feelings of being unsafe while 




felt that violence was an unavoidable aspect of working in the ED.  Nurses described physical 
and verbal abuse as an unspoken part of the job that nurses were expected to tolerate (Gacki-
Smith et al., 2009; Gillespie et al., 2013).  Nurses lacked confidence of management’s 
commitment to address ED violence.  Nurses felt that management did not view violence as a 
serious problem that has progressed over time and the proper steps were not being taken to help 
reduce the violence in the ED (Gacki-Smith, et al., 2009; Plant & White 2013; Wolf et al., 2014). 
The literature also indicated that violence experienced in the ED by nurses was underreported.  
Nurses noted the reason for the underreporting as either fear for retaliation from management or 
fear of being viewed as weak from co-workers (Gillespie et al., 2010; Pich et al., 2013).   
Negative Psychosocial Effects of Caring for Patients in the ED 
ED nurses were routinely confronted with traumatic events such as death, severe injuries, 
suicide, and verbal and physical assaults.  Repetitive exposure to these events was related to 
serious psychological consequences for nurses.  There has been research to support that caring 
for patients can have a negative effect on nurses’ emotional health over time.  Certain concepts 
in the literature have been employed in research to describe the negative effects of engaging in 
nursing care.  For instance, Beck (2011) referred to secondary traumatic stress, compassion 
fatigue, burnout, and vicarious traumatization.  For this literature review, articles emphasized 
secondary traumatic stress, compassion fatigue, and burnout.  The articles related to nurses’ 
experiences in the ED more generally, and thus may not have been specific to behavioral health 
care in the ED (Adriaenssens, de Gucht, & Maes, 2012; Dominguez-Gomez & Rutledge, 2009; 
Duffy, Avalos, & Dowling, 2015; Gillespie & Melby, 2003; Morrison & Joy, 2016; Robinson & 




 Three studies specifically aimed to address the prevalence of secondary traumatic stress 
among ED nurses.  Secondary traumatic stress was defined as “the natural, consequent behaviors 
and emotions resulting from knowledge about a traumatizing event experienced by a significant 
other.  It is the stress resulting from helping or wanting to help a traumatized or suffering person” 
(Figley, 1995, p. 10).  Of these three studies, two were quantitative and one was mixed-methods 
(Dominguez-Gomez & Rutledge, 2009; Duffy et al.; 2015; Morrison & Joy, 2016).  Each study 
used the Secondary Traumatic Stress Scale developed by Bride, Robinson, Yegidis, and Figley 
(2004) to measure secondary traumatic stress in ED nurses.  All three studies revealed high 
levels of secondary traumatic stress among the nurses.  The results suggest that nurses were 
experiencing the negative effects of secondary traumatic stress.  Dominguez-Gomez and 
Rutledge (2009) reported that the nurses were most likely to have arousal symptoms (54%), 
followed by avoidance symptoms (52%) and intrusion symptoms (46%).  The majority of nurses 
(85%) also reported experiencing at least one symptom within the past week.  Duffy et al. (2015) 
reported that 64% of nurses met the criteria for secondary traumatic stress.  There was also a 
strong correlation between nurses who met criteria for secondary traumatic stress and 
considering a change of careers as well as using alcohol to alleviate work-related stress.   
The results from Morrison and Joy’s (2016) mixed-methods study were similar.  A 
triangulation method was used to collect quantitative and qualitative data over two phases.  The 
first phase including the collection of quantitative data.  The findings indicated that 75% of 
nurses reported at least one secondary traumatic stress symptoms within the past week.  Of the 
three domains for the Secondary Traumatic Stress Scale, the nurses were most likely to have 
arousal symptoms (52.6%), followed by avoidance symptoms (51%) and intrusion symptoms 




emerged from the data: acute stressors and nursing culture.  The nurses described the acute 
stressors as frequent trauma or death on most days.  Nurses also described not being able to stop 
and breathe while working.  The constant presenting of patients via ambulance as well as 
frequent trauma and death slowly chipped away at the nurses, often leaving them burned out and 
on edge.  Nurses also discussed the culture of the ED.  Nurses had the sense that others believed 
they should be able to cope with the horrible tragedies, quickly brushing them off in order to care 
for other patients.  Nurses discussed how they were perceived as weak if expressing emotion, 
especially by senior nurses. 
The working environment of the ED contributed to nurses developing moral distress.  
Moral distress among nurses was often correlated with job dissatisfaction and burnout.  Corley, 
Elswick, Gorman, and Clor (2001) defined moral distress as “the painful psychological 
disequilibrium that results from recognizing the ethically-appropriate action, yet not taking it, 
because of such obstacles such as lack of time, supervisory reluctance, an inhibiting medical 
power structure, institution policy, or legal considerations (p. 251).  Two qualitative research 
articles examined moral distress among ED nurses (Robinson & Stinson, 2016; Wolf et al., 
2016). 
The research article by Wolf et al. (2016) utilized a qualitative, exploratory design with 
semi-structured focus groups to collect data.  After analyzing the data, three themes emerged: (a) 
dysfunctional practice area, (b) being overwhelmed, and (c) adaptive/maladaptive coping.  The 
participants felt that the care given was often below the quality of care deserved by patients.  
Nurses described the challenges of providing care to patients with behavioral health or substance 
abuse conditions.  Nurses recognized that there were no actual resources in the ED for 




adequate referral.  The nurses were empathic toward patients with substance use issues, realizing 
the extreme distress associated with traveling from one ER to another ER in search of narcotics.   
Nurses also felt that the art of nursing was being compromised by metric-driven decisions 
enforced by hospital administration.  High-quality and safe care has slowly been slipping away 
from nursing due to the demands of the work environment.  Inadequate staffing, WPV, changes 
in technology, increases in patient volume, and diminishing resources were also noted as 
challenges of the ED environment (Wolf et al., 2016).   
Robinson and Stinson (2016) also examined moral distress among ED nurses using a 
phenomenological qualitative design.  A convenience sample of eight ED nurses and a structured 
open-ended interview technique was used.  The four themes that emerged were as follows: (a) 
there was no face of the family, (b) asking God for forgiveness, (c) flipping the switch, and (d) it 
changes who we are.  Many nurses experienced internal conflict, guilt, and patient advocacy 
issues when caring for patients.  Over time, the nurses discussed how these experiences 
negatively impacted their personal relationships.  Some nurses expressed how compensatory 
mechanisms such as inappropriate jokes and substance abuse were used to cope with working in 
the ED environment.  There were times nurses expressed difficulties being able to give just care 
to two patients.  For example, a nurse described having trouble giving the same care to a patient 
who shot and killed his pregnant girlfriend, after the girlfriend had died from the injuries.  She 
discussed feeling that the wrong person had died.  Nurses also described the difficulty of caring 
for a patient who was dying without family present, leaving the physician making the decisions.  
Nurses felt that patient advocacy was not always practiced.   
Adriaenssens et al. (2012) aimed to examine the frequency of exposure to and the nature 




percentage of nurses who reported symptoms of posttraumatic stress disorder, anxiety and 
depression, somatic complaints, sleep problems, and fatigue.  The results showed that ED nurses 
were confronted frequently with a variety of traumatic events.  The most distressing events that 
nurses reported were dealing with the sudden death of a young person and dealing with the death 
or resuscitation of a baby or young child.  The study supports that nurses who are exposed to 
trauma are likely to endorse symptoms of posttraumatic stress disorder (Adriaenssens et al., 
2012). 
Gillespie and Melby (2003) addressed burnout among nurses who worked in an 
emergency setting and compared the findings to nurses who worked in an acute medical setting.  
A mixed-methods design was used incorporating both quantitative and qualitative measures.  
The Maslach Burnout Inventory was distributed along with questions for the nurses to answer.  
The findings indicated that nurses who worked in the acute medical setting had higher levels of 
burnout than nurses who worked in the emergency setting.  However, nurses working in the 
emergency setting experienced higher levels of exhaustion than nurses in the acute medical 
setting.  Steady and prolonged levels of burnout can lead to other serious negative psychosocial 
effects such as secondary traumatic stress and compassion fatigue.  In the qualitative portion of 
this article, nurses described potential contributing factors to burnout.  For example, one nurse 
stated, “Due to an increase in workload, going without meal breaks is now recognized as a way 
of keeping up with the demands of the clinical setting” (Gillespie & Melby, 2003 p. 849).   
The literature supported EDs environments could breed compassion fatigue, moral 
distress, and secondary traumatic stress.  Although nurses often mentioned compassion as a 
prerequisite for nursing, many nurses were unaware of the cost that could come with it.  Nurses 




values and perceived responsibilities were opposing with the dominant views of the work 
environment and culture.  Nurses described the over time, it changed who they were as a person 
and affected their ability to provide compassionate care as a nurse (Robinson & Stinson, 2016; 
Wolf et al., 2016).    
The literature further supported that ED nurses were exposed to traumatizing events on a 
repeated basis.  Nurses described the difficulty of having a patient die or seriously injured and 
then immediately continue caring for other patients on a regular basis often took an emotional 
toll after time.  The most distressing events noted in the literature including the death of a child, 
being exposed to serious injuries, and mutilation of victims from motor vehicle accidents. As a 
result, nurses also mentioned ineffective coping strategies. This included drinking alcohol to 
relieve work stress, relationship problems outside of work, and changing careers to alleviate the 
negative feelings experienced by working in the ED (Adriaenssens et al., 2012; Duffy et al., 
2015; Dominguez-Gomez, 2009; Morrison & Joy, 2016).     
Increased Length of Stay for Behavioral Health Patients in the ED 
 The second theme of this literature review focuses on the increased length of stay for 
behavioral health patients in the ED.  This literature review affirmed that an increased length of 
stay resulted in the boarding of behavioral health patients.  Boarding behavioral health patients in 
the ED has increased, and this common practice has created a cascade of negative outcomes for 
which many hospital administrators have not adequately prepared.  Patients who stay for 
prolonged periods of time in the ED are often labeled as “boarders.”  The boarding of behavioral 
health patients—whether overnight or for extended hours—has significantly contributed to the 
crowding of EDs.  This theme included 17 articles in the literature, five of which specifically 




United States.  Fourteen of the articles were quantitative, two were qualitative, and one was 
mixed-methods.  In addition to the EDs, one study was from a psychiatric emergency service 
location.  Six studies were based solely on pediatric patients.  A brief overview highlighting the 
results of each study can be found in Table 2.  
Many EDs were struggling with overcrowding.  A small but increasing subset of this 
population was patients who present with behavioral health emergencies.  This was primarily due 
to decreasing inpatient beds and lack of availability.  Several studies have found that crowding 
leads to delayed assessment, discharge, and transfer to a behavioral health facility.  Many EDs 
have become the entry point for patients to seek out behavioral health care.  Overcrowding 
creates numerous problems for EDs and can have negative effects on patient outcomes (Kropp et 
al., 2005; Little, Clasen, Hendricks, & Walker 2011; McCarthy et al., 2009; Nicks & Manthey, 
2012; O’Neil et al., 2016; Park et al., 2009; Weiss et al., 2012). 
The term length of stay often translates to boarding behavioral health patients in the ED 
for an extended period of time.  The increased length of stay for these patients often has nurses 
feeling frustrated and helpless (Nolan, Fee, Cooper, Rankin, & Blegen, 2015; Rivera, 2014; Wolf 
et al., 2015).  The length of stay for behavioral health patients in the ED often exceeds that of 
medical patients in the ED.  This creates a bottleneck, leaving medical patients waiting for 
treatment.  In the United States, the number of behavioral health patients boarding in the 
emergency room has increased, and has shaped the major cause of overcrowding in EDs.  
Boarding a patient means a decision has been made to admit or transfer the patient but no beds 
are available.  It was estimated that 21.5% of all behavioral health patients have experienced 
boarding.  The number of inpatient behavioral health beds nationwide has significantly dropped 




Boarding for behavioral health patients has increased due to a myriad of reasons.  
Stephens, White, Cudnik, and Patterson (2014) conducted a retrospective case-controlled study 
to examine factors that were associated with a longer length of stay in the ED.  Over an 8-month 
period, 34,988 records were reviewed.  A longer length of stay was determined as greater than 24 
hours in the ED.  During the study period, 88% of the patients who experienced an increased 
length of stay were behavioral health patients.  The median length of stay for patients with a 
behavioral health diagnosis was 33.5 hours versus 5.68 hours for patients seen for a non-
behavioral diagnosis.  Factors that correlated with an increased length of stay included lack of 
insurance, requiring hospital admission or transfer to a remote facility, and suicidal ideation.  
The personality of a nurse can be described as unique, often seeking excitement and 
extroverted.  Many ED nurses expressed a desire to care for patients in a loud, fast environment, 
with a high patient turnover (Kennedy, Curtis, & Waters, 2014).  When boarding behavioral 
health patients in the ED, nurses were often tasked with the responsibility of functioning as a 
behavioral health nurse.  For ED nurses, this usually meant shifting gears and rearranging the 
prioritization of care.  Nurses needed to remain calm in their delivery of care, build trust with 
patients, create a therapeutic milieu, and have good listening skills.  Nurses were responsible for 
dispensing behavioral health medications and need to be aware of the side effects with each 
medication.  The focus should also be on patient safety, removing anything that could potentially 
be harmful to the nurse or patient.  This may entail removing cords or sharp objects from the 
room, changing the patient into clothes with no ties, and performing frequent suicide risk 
assessments.  
Emergency room nurses have expressed dissatisfaction in caring for this population for 




There was an increased risk of making medication errors and assessments take much longer.  
Nurses also have to care for the patients in an open area where other patients can hear them.  
They often felt that the ED is not the appropriate place for behavioral health patients.  Nurses 
also often felt that behavioral health patients boarding in the ED take rooms away from acutely 
sick patients.  As a result, this leaves sick patients waiting longer for a medical evaluation and 
treatment (Marynowski-Traczyk & Broadbent, 2011; Rivera, 2014; Wolf et al., 2015). 
Six of the studies found in the literature were specific to the pediatric population.  Five of 
the studies were quantitative and one was a qualitative pilot study.  All of the studies examined 
the length of stay of pediatric patients in the United States.  Although each study examined the 
length of stay of pediatric behavioral health patients in the ED, the objective of each varied, 
providing a wider, more in-depth look into the problem (Campbell & Pierce, 2018; Case et al., 
2011; Mahajan et al., 2009; Rivera, 2014; Sheridan et al., 2015; Waseem et al., 2011).   
Case et al. (2011) compared pediatric behavioral health visits to other visits in the ED 
from 2001 to 2008.  Data were collected from the National Hospital Ambulatory Medical Care 
Center.  A total of 73,015 charts were reviewed.  Patients in the ED for a behavioral health 
evaluation significantly exceeded the length of stay compared to non-behavioral health patients 
by greater than 60 minutes.  Additionally, this study identified predictors for an increased length 
of stay, including pediatric patients between the ages of 6 and 18 presenting with self-harming 
behaviors and metropolitan hospitals.  
Waseem et al. (2011) examined the length of stay of pediatric patients in an urban ED.  
This was a retrospective study that examined 1,468 charts over a 4-year period in a large urban 
hospital.  The charts were classified into three groups: (a) major psychiatric diagnoses, (b) minor 




conditions included bipolar disorder, suicidal/homicidal ideation, and violent behavior requiring 
physical or chemical restraints.  Examples of minor psychiatric diagnoses include attention-
deficit/hyperactivity disorder, anxiety, and adjustment disorder.  Results from this study showed 
a significant difference in all three groups regarding length of stay.  Pediatric patients with a 
major psychiatric diagnosis had a mean length of stay of 1,127 minutes in the ED and patients 
with a minor psychiatric diagnosis averaged 736 minutes.  Patients who were at the ED for non-
psychiatric evaluations only averaged 159 minutes per visit. 
Mahajan et al. (2009) examined the epidemiology of pediatric ED visits in relation to 
psychiatric visits.  Data were collected using the Pediatric Emergency Care Applied Research 
Network (PECARN), a federally funded national research network that was established to help 
overcome barriers related collecting data from pediatric EDs.  For this study, 2,495,326 non-
psychiatric visits and 84,973 psychiatric visits were reviewed.  Results from this study indicated 
a significantly longer length of stay for psychiatric visits.  In addition, pediatric patients seen for 
a psychiatric visit had a higher rate of admission, a higher rate of ambulance arrival, and were 
more likely to have government insurance.       
Sheridan et al. (2015) conducted a retrospective observational study in a pediatric ED.  
Over a 4-year period (2009–2113), data were extracted from an electronic database and 732 
encounters met the criteria for inclusion.  During the 4-year period, visits to the ED by pediatric 
patients increased.  The average length of stay for visits was 11.1 hours during this time period.  
The length of stay of behavioral health patients in 2009 was 6.7 and in 2013, it more than tripled 
to 20.8 hours.  
In a more promising study conducted by Campbell and Pierce (2018), boarding times for 




reviewed 100 adolescent patients over an 18- month period.  Results indicated that patients who 
required involuntary commitment upon arrival to the ED, required admission to a medical unit 
for medical clearance, or who had a plan to harm themselves or others were more likely to 
experience longer wait times.  However, in this study, clinical social workers helped to 
streamline the transition of care for patients.  The average length of stay in hours was 5.11, 
which was significantly lower than that reported in previously published studies in the adult and 
pediatric literature.  The findings indicated that clinical social workers trained in the assessment 
and triage of children with behavioral health needs may help to reduce boarding times in the ED.   
In a pilot study conducted by Rivera (2014), ED nurses discussed the potential of having 
up to 24 pediatric behavioral health patients in the ED at one time.  This created not only an 
increase in length of stay, but also an extended timeframe from admission to evaluation.  
Participants stated that this posed many challenges for nurses in the ED.  They discussed how 
children sat in rooms or hallways for hours, days, and even weeks before being transferred to an 
in-patient psychiatric facility.  If it was determined that the child needed an inpatient facility by 
the clinician in the ED for further treatment, the potential accepting facility reviewed the chart to 
accept or deny the child.  If the facility denied the child, this created a longer length of stay.  
Children were often limited to watching television and having meal trays delivered three times a 
day.  There was no therapy given, no medications were adjusted, and little interaction occurred 
with staff.  
All of the literature for this theme solidified that while length of stays were not 
uncommon for patients to experience in the ED, the length of stays for behavioral health patients 
far exceeded the length of stay compared to medical patients.  Many of the research articles 




of stay of medical patients compared to behavioral health patients.  The reasons for an increase 
in behavioral health patients coming to the ED for care were multifactorial.  However, EDs have 
not been able to keep up with this increase and patients were found waiting for long periods of 
time.  Each quantitative study provided significant results regarding wait times for behavioral 
health patients, including research studies that focused only pediatric behavioral patients in the 
ED.  This information provided clear concrete data to support the imbalance of care between 
medical and behavioral health patients (Kropp et al., 2005; Little, Clasen, Hendricks, & Walker 
2011; McCarthy et al., 2009; Nicks & Manthey, 2012; O’Neil et al., 2016; Park et al., 2009; 
Weiss et al., 2012). 
Three research studies encompassing qualitative data were found in the literature and 
further examined the increased length of stays of behavioral health patients in the ED.  The 
results from these studies not only discussed the increased wait time for pediatric behavioral 
health patients by the nurses but also provided reasons for the increased length of stays over 
recent years.  Nurses described that lack of staff and resources created longer wait times for 
evaluations to occur in the ED.  Nurses also commented that the closing of inpatient facilities 
and a lack of community resources created patients staying the ED for days, weeks, and months 
at one time.  The qualitative information obtained from these studies offered further details 
including that the most serious mentally ill patients or patients with cognitive disabilities were 
often not chosen for transfer to inpatient psychiatric facilities, leaving their length of stay to be 
the longest (Marynowski-Traczyk & Broadbent, 2011; Rivera, 2014; Wolf et al., 2015). 
Lack of Training and Guidelines for Behavioral Health Patients in the ED 
ED nurses commonly perceived themselves as lacking the knowledge, skills, and 




to the ED in a crisis.  Specifically, nurses believed that they were not adequately trained to care 
for these patients and this often leads to feelings of frustration and inadequacy.  These feelings 
were based on their lack of knowledge, experience, and training (Innes, Morphet, O’Brien, & 
Munro, 2013; Plant & White, 2013; Rivera, 2014; Wolf et al., 2015).     
Nurses who worked in the ED had extensive training caring for medical and trauma 
patients; however, there was a gap in knowledge and education in caring for behavioral health 
patients (Innes et al., 2013).  Many nurses described behavioral health patients as much more 
difficult to care for than medical patients.  Nurses who triage patients in the ED have been 
trained to think “sick” or “not sick” and “can wait” or “cannot wait.”   EDs were best described 
as very busy, fast paced, and noisy environments.  Therefore, there was very little time to create 
a therapeutic interaction and the nurse often found it difficult to build rapport with patients.  
Unfortunately, behavioral health patients did not fit into this mold and are often described as 
problematic and disruptive of the flow in the ED (Marynowski-Traczyk & Broadbent, 2011).  
Additionally, having to triage behavioral health patients was described as particularly 
challenging, nurses often doubting if the patient was truly seeking treatment for an acute 
behavioral crisis or simply seeking attention (Plant & White, 2013; Rivera, 2014). 
Kerrison and Chapman (2007) found that ED nurses had a difficult time with performing 
behavioral health assessments due to lack of confidence and reluctance.  Levels of competence 
varied among nurses, particularly when evaluating patients who presented to the ED with a 
behavioral health crisis.  During the focus groups, nurses reported that they witnessed other 
nurses avoiding behavioral health patients, preferring only “real patients” such as medical trauma 
patients.  Some nurses went as far as triaging behavioral health patients with lower triage scores, 




The lack of training often led to feelings of discomfort, frustration, and lack of 
confidence.  Wolf et al. (2015) indicated that this lack of preparation led nurses to feel easily 
overwhelmed and avoid providing or doing the minimal nursing care possible.  One participant 
in the study stated, “I just think there’s a lack of communication between the patient and the 
nurse. . . . Things would be a lot easier if they [nurses] were educated or experienced working 
with psych patients” (Wolf et al., 2015, p. 143).  The nurses also shared feeling hopeless when 
caring for this population.  The lack of resources in the ED, lack of training and knowledge, and 
lack of nursing skills all contributed to feelings of hopelessness.  Plant and White (2013) offered 
suggestions to improve education on behavioral health patients in the ED.  Incorporating this 
education into a skills lab day and creating a better system for handoffs between facilities and the 
ED, including medication reconciliations, were mentioned as areas to improve.  Also, regular 
debriefings after stressful events such as a patient restraint may improve patient outcomes and 
staff confidence when caring for this population.  Although medication administration can be 
challenging, Plant and White (2013) found that nurses expressed a desire to learn more about 
psychiatric medications.  
ED nurses also felt that proper education for caring for behavioral health patients was 
lacking, thus creating negative feelings toward caring for this population.  Inaccurate perceptions 
generate feelings of frustration, negativity, and not wanting to administer care.  Additionally, not 
having the proper training in de-escalation techniques often creates a less-than-ideal behavioral 
health management milieu and can increase the number of patients having to be placed in 
restraints (Innes et al., 2013; Rivera, 2014).   
The literature regarding nurses trained to care for behavioral health patients in the ED 




indicated the nurses not feeling prepared to care for behavioral health patients.   The variability 
of behavioral health patient training contributed to the lack of preparedness.  Many nurses 
working in the ED had limited or no experience of working with behavioral health patients.  
Nurses often expressed that the only training received was the limited exposure provided in 
nursing school (Innes et al., 2013; Kerrison & Chapman, 2007; Rivera, 2014).   
The literature further revealed that many nurses felt unprepared to deescalate and manage 
aggression that often accompanied patients who presented in an acute crisis or escalated while 
staying in the ED.  Being able to recognize early escalation or having the skills to deescalate a 
patient was a skill that nurses needed in order to more confident when caring for behavioral 
health patients.  Other factors that contributed to nurses feeling incompetent in caring for 
behavioral health patients included inadequate staffing and resources, lack of support from the 
leadership team and not feeling comfortable with behavioral health diagnoses or medications 
(Innes et al., 2013; Plant & White, 2013; Rivera, 2014).  Lacking awareness for environmental 
safety further placed nurses in a vulnerable situation to potentially be verbally or physically 
abused (Kerrison & Chapman, 2007; Wolf et al., 2015). 
Conclusion 
While previous studies have identified an increased number of behavioral health patients 
seeking treatment in the ED, patients boarding in the ED for up to several days or weeks, and a 
lack of training in the ED that focused on caring for behavioral health patients, a gap in the 
literature still exists.  Many of the articles included in this literature review encompassed themes 
that were not specific to pediatric patients.  To date, few studies have yielded a description of the 
experiences of nurses caring for pediatric behavioral health patients in the ED.  The purpose of 




ED nurses caring for pediatric behavioral health patients.  This study addressed this gap in the 
literature as the first descriptive phenomenological study to explore the lived experiences of 
nurses who care for pediatric behavioral health patients in the ED.  This study may assist health 
care providers with their delivery of care to this population, thereby improving patient and 





CHAPTER III: METHOD 
Chapter 3 contains a detailed description of the research method utilized in this study.  
The research question, purpose of the study, and research design are discussed.  The research 
design, descriptive phenomenology, will be described in detail, including the philosophy of this 
approach, method, and steps in the data analysis.  This chapter will also include a discussion of 
the sample, procedure, researchers’ resources and skills, trustworthiness, and protocols to protect 
participants. 
Research Question 
 The research question for this study was as follows: What are the experiences of nurses 
who care for pediatric behavioral health patients in the emergency department? 
Purpose of this Study 
The purpose of this study was to understand the lived experiences of nurses who care for 
pediatric behavioral health patients in the ED.  A greater understanding of nurses’ experiences 
may lead to improvements for children and their families and may positively impact the care 
given by the nurses.  More specifically, this understanding may assist nurses in their delivery of 
care to pediatric patients from their admission until discharge.  
Research Design 
Descriptive Phenomenology: Philosophy 
 Descriptive phenomenology, which is guided by the philosophical underpinnings of 
Edmund Husserl, was the research design chosen for this study.  Phenomenology is both a 
philosophy and a research method.  Phenomenology is derived from the Greek word 
phenomenon, which means “appearance of” and logos, or “knowledge of” (Reese, 1996).  




inquiry.  Husserl (1913/1962) recognized phenomenology “not as a science of facts, but as a 
science of essential Being (as eidetic science)” (p. 40).  Therefore, knowledge is gained through 
essences, not by facts.  The principles and philosophical perspectives of Husserlian 
phenomenology are rooted in the early works of Plato, Socrates, and Aristotle, who struggled to 
understand the phenomenon of human experience.  The goal of descriptive phenomenology is to 
describe human experiences as they are consciously experienced, without theories about their 
cause and as free as possible from unexamined preconceptions and presuppositions (Husserl, 
1970).   
 Descriptive phenomenology has several main principles: eidetic reductionism, 
bracketing, intentionality, transcendental subjectivity, intersubjectivity, and intuiting.  Bracketing 
is a concept that is unique to descriptive phenomenology.  It involves suspending one’s beliefs 
and previous experiences with the topic.  It will be discussed at length given its importance to the 
methodology.   
Reductionism and Bracketing 
 Husserl’s (1970) first principle is eidetic reductionism and it is vital to descriptive 
phenomenology.  According to Husserl, a person is free to see things as they are, without any 
preconceived notions or assumptions.  He further described the concept of reductionism as an 
“entirely unsuspected, vast field of research. . . . If we miss the meaning of reduction, which is 
the unique entrance to this new realm, everything is lost (Husserl, 1981, p. 319).  Van Manen 
(2004) further described reductionism by asserting, “It seeks to describe what shows itself in 
experience or consciousness and how something shows itself” (p. 229).  Bracketing, a stage in 
the process of phenomenological reduction, refers to the act of researchers identifying any 




phenomenon under study.  It is then important to suspend these presuppositions as much as 
possible in order to try to completely comprehend the phenomenon as the participant describes it.  
Bracketing, also called the epoché, is a step in phenomenological-psychological reduction that 
allows for the true essence of the phenomenon under study to emerge (Husserl, 1965).  In order 
to bracket properly, Husserl emphasized the need for researchers to remove themselves from 
their natural attitude to a phenomenological attitude, allowing for epoché to occur.  This process 
is the means by which one can begin to understand phenomena.  In order to properly bracket 
one’s presuppositions or subjectivities, the authentic life experience of the participant needs to 
remain in the forefront.  Bracketing allows the researcher to move from objective and empirical 
evidence to the eidetic and fundamental, thus leading to a pure description of the experience.  
Intentionality 
Descriptive phenomenology also seeks to understand the lived human experience as its 
core without the influence of the natural sciences.  As a philosophy, phenomenology emphasizes 
the authenticity of objects and events as they are perceived by human consciousness.  The 
experience of perception, thought, memory, imagination, and emotion involve what Husserl 
called intentionality, which is one’s directed awareness or consciousness of an object or event.  It 
seeks to understand the meaning or meaninglessness of human existence, by allowing people to 
describe their lives and authenticate their human existence (Husserl, 1970).   
Merleau-Ponty (1956) also offered the following thoughts about intentionality: 
Whether it is a case of something perceived, or a historical event or doctrine, “to 
understand” means to seize again the total intention.  To understand, one must grasp not 
only what these are when represented: the “properties” of the thing perceived, the dust of 




grasping the unique manner of existing which is expressed in the properties of the pebble, 
the glass, or the piece of wax, in all the facts of a revolution, in all the thoughts of a 
philosopher.  (pp. 67–68) 
Transcendental Subjectivity and Intersubjectivity 
 Other important principles of phenomenology are transcendental subjectivity and 
intersubjectivity.  Phenomenological knowledge is grounded in the belief that one’s lived 
experience is one’s reality.  Knowledge is generated through reflection and understanding of 
lived experience.  Husserl (1970) described phenomenology as a science of inquiry.  This 
method is an inductive, descriptive process.  The primary goal of this type of phenomenology is 
to investigate and describe the lived experience.  Additionally, Husserl (1970) described a 
person’s ability to self-reflect—to share their thoughts and feelings—as transcendental 
subjectivity.  
 Husserl described intersubjectivity as a person’s ability to self-reflect and share their 
thoughts and feelings freely—to share their deepest emotions and perceptions without 
restrictions.  Additionally, Munhall (2012) indicated that a person’s subjective world is made up 
of all their thoughts, experiences, feelings, and perceptions.  Therefore, it is impossible to know 
someone else’s subjective world unless they tell us about it, and even then we cannot be certain. 
Intuiting 
 Descriptive phenomenology allows individuals to speak for themselves in the findings.  
Husserl (1970) described intuiting as being free from interpretation.  There is no interpretation of 
the findings by the researcher; rather, the person’s descriptions of the experience constitute the 
findings.  This concept is at the core of phenomenology and is accomplished by researcher 




“unknowing” in which you listen with “the third ear” free, to the extent possible, of any 
prejudice or bias . . . and other noise that might prevent you from hearing clearly, 
uninterrupted when you are listening to others by “noise” about the meaning of the 
experiences.  This is also an important step in seeing the experience in whatever forms it 
shows itself.  Often, we see something and automatically overlay that sight with our own 
interpretation.  (p. 137) 
 The philosophical underpinnings of phenomenology made it an excellent choice for 
studying the lived experiences of nurses caring for pediatric behavioral health patients in the ED.  
Colaizzi’s (1978) descriptive phenomenology is in the root behind the meaning of common, 
everyday experiences.  This study served as an opportunity to disseminate rich, detailed human 
experiences that may help readers connect emotions they may not understand.  The lived 
experiences of the nurses were transformed into a textual expression of the essence of this 
phenomenon, aligning with the aims of this research.    
Descriptive Phenomenology: Method 
 As a descriptive qualitative study, data collection and analysis followed Colaizzi’s (1978) 
descriptive phenomenological method.  Using the descriptive approach, each participant was 
allowed to describe their personal experiences and perceptions, and the researcher examined the 
phenomenon as each participant described it.  Phenomenology is an important philosophy and 
methodology that enhances the context of personal experience into findings that help guide 
clinical application and scientific inquiry.   
 The process began with participants beings asked to sharing their thoughts, perceptions, 
feelings, and experiences.  Through careful analysis of the information obtained by the 




the phenomenon.  As mentioned previously, bracketing is integral to the success of 
phenomenological research.  Bracketing was done before each interview.  In order to bracket 
properly, the researcher’s beliefs were set aside to fully grasp the essence of the phenomenon 
under investigation.  Through the interaction between the researcher and the participant, the 
meaning of the experience emerged.  Only participants who experienced the phenomenon and 
were willing to share their stories were included in the study.  
Descriptive Phenomenology: Steps of Data Analysis  
Using Colaizzi’s (1978) phenomenological data analysis method helped to describe the 
experiences of nurses caring for pediatric behavioral health patients in the ED, which to date 
have not been adequately described.  Colaizzi (1978) outlined the following process for 
researchers to follow in order to achieve a clear explication of the phenomenon of study.   
I followed the general steps outlined by Colaizzi (1978) to analyze the transcribed interviews: 
1. All of the digital audio-recorded interviews were transcribed.  I read all of the 
participants’ transcribed interviews, also known as protocols.  This allowed me to acquire 
a feeling for them.  
2. Next, I extracted significant phrases or sentences that pertained to the experience of 
caring for pediatric behavioral health patients in the ED.  These statements were 
highlighted and numbered by participants.  After these significant statements were 
extracted from the transcripts, this researcher consulted qualitative expert, Cheryl Tatano 
Beck, DNSc, CNM, FAAN, who also had access to the transcripts. Consensus was 
reached on the significant statements and phrases.  
3. I derived formulated meanings from the significant statements.  Formulated meanings 




4. I formulated a meaning for each significant statement.  Once consensus was reached on 
each of the formulated meanings, the process of grouping meanings into categories to 
reflect a unique structure of themes was initiated.  Each theme cluster was coded to include 
all formulated meanings relating to that group of meanings, after which groups of clusters 
of themes reflecting certain issues were incorporated to form a distinct construct of themes. 
5. After validating the themes, I wrote an exhaustive description of the nurses’ experiences of 
caring for behavioral health patients in the ED.  The exhaustive description was then 
emailed to five participants, who had agreed to review it.  Colaizzi (1978) focused on 
participants as an essential part of the process of descriptive phenomenology, referring to 
participants as co-researchers.  All of the participants responded to the email agreeing 
completely with the exhaustive description.  None of the participants suggested changes.  
These five participants, my co-researchers, validated that the exhaustive description 
captured the experience of caring for pediatric behavioral health patients in the ED.  In this 
final step, the validated exhaustive description of nurses caring for pediatric behavioral 
health patients was finalized.  I ensured that the exhaustive description of the nurses’ 
experiences was “as unequivocal a statement of identification of its fundamental structure 
as possible” (Colaizzi, 1978, p. 61).  
Sample 
Qualitative research does not have exact guidelines when deciding on the appropriate 
sample size.  According to Creswell (2014), the numbers of participants usually ranges from 
three to 10.  This proposed descriptive phenomenological study began with three participants 
from an unpublished pilot study.  This pilot study, entitled “Pediatric Behavioral Health in the 




Institutional Review Board (IRB; Approval No. H07-190) and conducted during the course 
NURS 6130, Qualitative Methodology in Nursing Inquiry.  The three participants’ transcripts 
were used for this study but the individuals were not interviewed again.  Additional participants 
were recruited for this study until the sample size achieved data saturation.  According to 
Creswell (2014), saturation is met “when gathering fresh data no longer sparks new insights or 
reveals new properties” (p. 189).  The anticipated sample size was up to 25 participants.  Data 
collection ended when saturation was met with 15 participants, meaning the researcher believed 
no new information could be gathered from additional interviews.   
The inclusion criteria for the sample included registered nurses who cared for pediatric 
behavioral health patients in the ED.  Participants were all English-speaking and at least 18 years 
old.  All cultural and ethnic groups were eligible to participate.  Due to the researcher’s extensive 
experience in pediatric emergency nursing, she knew some of the participants that contacted her.   
Procedure 
 In order to obtain participants who met the inclusion criteria, convenience and snowball 
sampling were utilized.  Upon receiving the University of Connecticut IRB approval for this 
study in March 2018, the Emergency Nurses Association was utilized to recruit certified 
pediatric emergency nurses via a mailing list.  Permission for participant recruitment from the 
Emergency Nurses Association was obtained once the IRB approved this study (see Appendix 
A).  The University of Connecticut IRB approval was sent to the Emergency Nurses Association 
on March 23, 2018, and the Emergency Nurses Association approved the study to move forward 
and purchase the mailing list on April 2, 2018.  This researcher purchased the Certified Nursing 
Certification mailing list on April 3, 2018.  The University of Connecticut Information Sheet was 




Emergency Nurses Association did not support or endorse this research study.  For participants 
who contacted the researcher by email or telephone, the information sheet was reviewed with the 
participant prior to conducting the interview.  Demographic information was obtained at the end 
of the interview (see Appendix C).  The telephone interview occurred at a time and place that 
was convenient for the participants, taking into consideration the sensitive nature of the topic.  
Therefore, interviews took place in an office with a closed door to ensure privacy.  Additionally, 
this researcher used snowball sampling with emergency nurses in the local area to obtain 
participants for face-to-face interviews.  Prior to the start of the face-to-face interview, the 
researcher reviewed the informed consent and encouraged the participant to ask any questions 
(see Appendix D).  Once the informed consent was obtained, a copy was given to the participant.  
The researcher kept a second copy signed by the participant.  Upon collecting the informed 
consent, the participant was asked to provide following demographics: age, ethnicity, number of 
years as a registered nurse, gender, marital status, number of children, and education level (see 
Appendix C).  The researcher bracketed her assumptions before each interview.  
Whether by telephone or face to face, each interview began with the following statement: 
Please share with to me all of your thoughts, feelings, perceptions, and experiences as a 
nurse when caring for pediatric behavioral health patients in the emergency department. 
Specific examples of points that you are making will be very valuable.  Please describe 
your experiences until you have nothing further to say. 
 Interviews were audiotaped and transcribed by the researcher.  Only a few general probes 
or follow-up questions were asked to obtain clarifications.  A specific probe was as follows: 
“Thank you for sharing your experiences.  They will be very helpful to this research study.  Can 




patient in the ED?”  To ensure confidentiality, audiotapes will be destroyed once the study is 
completed. 
After each interview, I wrote down the non-verbal cues of the participant and field notes 
in a journal.  This allowed me to reflect on personal observations and thoughts about the data.  
For example, during the face-to-face interviews, it was often observed that when describing a 
difficult experience, nurses avoided eye contact.  During telephone interviews, I was able to note 
the tone and cadence of the participant’s voice.  During some of the interviews, sarcasm was 
noted at times in the nurse’s tone when describing certain experiences.  I transcribed the 15 
interviews myself, which aided in the process of becoming comfortable and more familiar with 
the data.  From these 15 transcriptions, 355 significant statements were extracted in May of 
2018.  These significant statements were cut out of the transcription and stapled onto individual 
index cards.  Formulated meanings were written for each significant statement on the other side 
of the index card.  This step allowed me to sort the formulated meanings into piles as themes 
were identified. 
At the beginning of June 2018, I identified 36 clusters of themes.  These themes were 
collapsed into 20 themes.  In mid-June, the themes were further collapsed into 14 themes.  At 
this point, the four themes—Negative Emotions, Not Feeling Like a Nurse, Are These Kids 
Really Sick, and Helplessness—were collapsed together to form the theme Caring on Empty: 
The Result of Negative Emotions and Feelings.  The themes Threats and Assaults All Too 
Common and Physical Harm to Nurses were collapsed into A Fraying Rope: Does Anyone Care 
About Us?  The three themes Where Have All These Children Come From?, Certain Children 
Need Not Apply, and The Sit-and-Wait Game were collapsed into Children in Purgatory: Too 




Mirroring a Prison were collapsed into Mirroring Prison Care: Are We Doing More Harm Than 
Good?  The themes A Place for Errors, Lack of Training, and Learning as We Go were collapsed 
together to form The Need to Create a Larger Tool Belt: Incorporating Pediatric Behavioral 
Health Into ED Nursing.  The end result was five themes.  Upon determining the final five 
themes, an exhaustive description of the nurses’ experiences of care for pediatric behavioral 
health patients in the ED was composed.   
 Further, following Colaizzi’s (1978) method of descriptive phenomenology, the 
participants were asked at the time of the interview if they were willing to review the results and 
were requested to do so via email.  All five of participants agreed and received an exhaustive 
description in May 2018.  The participants were asked to reflect on whether the researcher fully 
captured the essence of the interview.  The participants were also given an opportunity to add or 
delete content from the interview.  All five participants replied stating that the interview was 
accurate and that no changes were needed.   
Researcher’s Perspective and Skills 
I am a doctoral candidate who has a background in working with pediatric patients in the 
ED.  I received a comprehensive education in qualitative, quantitative, and mixed-methods 
research designs while attending the University of Connecticut.   
I have been a nurse for 19 years.  Since my graduation in 1999, I have worked in several 
different pediatric environments.  Before becoming a registered nurse, I worked at pediatrician’s 
office.  It is here that I really became interested in working with children and families.  I had the 
opportunity to work in the medical records department, where I gained experience filing 
important reports mainly from emergency rooms or other pediatric specialty areas.  I was able to 




and I eventually was able to triage telephone calls and perform fundamental nursing skills while 
I was finishing nursing school.  After graduation from nursing school in 1999, I worked on an 
inpatient pediatric unit for a large Magnet-designated hospital for over 10 years.  I cared for sick 
children from 3 days of age up to 21 years old.  I was also able to communicate with families and 
expand on teamwork and interdisciplinary care.  I developed and grew from a new graduate to an 
experienced pediatric nurse.  During this time, I also obtained my certification in pediatric 
nursing.  The certification showed my proficiency and expertise in caring for pediatric patients.  I 
also worked as a school nurse in an urban school district for 3 years.  As I school nurse, I was 
able to support student success by providing health care through prevention, assessment, 
intervention, and follow-up with students.  The focus was on keeping students healthy enough to 
remain in school, advocating for students by attending individualized education plan meetings, 
and keeping open communication with families.   
For the past 5 years, I have worked in a freestanding pediatric hospital in an ED setting.  I 
am trained to work in all areas of the ED.  This includes triage, fast track, medical pods, the 
trauma room, and the pediatric behavioral health section of the ED.  In addition to my pediatric 
certification, I also have obtained certifications in pediatric advanced life support, trauma nurse 
care coordination, and crisis prevention intervention.  My personal feelings and perceptions have 
included the following: frustration, fear, lack of education to properly care for this population, 
limited resources, and difficulty providing appropriate care to the overwhelming number of 
behavioral health patients in the ED.  Patients and their caregivers have physically and verbally 
assaulted me.  I have had to physically and chemically restrain many children in acute crisis.  
Sometimes restraints are initiated without complete knowledge of the child’s behavioral health 




adolescents undress, and I have had to inspect their clothing including their bras and underwear 
for contraband and to change them into hospital clothing.  During the interviews with the 
pediatric ED nurses, I had to bracket the above experiences.   
During the interviews with nurses and throughout the data analysis process, I bracketed 
my own experiences with the research topic.  I did this by not agreeing or disagreeing with 
participants in the study.  I did not share my own personal experiences or my knowledge, 
awareness, and feelings regarding the issues being addressed.  Every effort was made to remain 
objective in order to grasp the thoughts and feelings of others and to disseminate the information 
in a powerful and rich descriptive qualitative study.   
Trustworthiness 
Lincoln and Guba (1985) were used throughout this study as a guide to support the 
overarching concept of trustworthiness.  The four qualitative criteria used throughout this study 
included credibility, transferability, dependability, and confirmability.  Credibility is similar to 
internal validity in quantitative studies.  For this study, credibility was established by having the 
researcher check and recheck the preliminary findings and interpretations against the raw data.  It 
was also obtained from the audiotaped interviews.  Sufficient time in the data collection process 
also enhanced the credibility of the findings.  Additionally, the co-researchers validated the 
findings, enhancing the credibility of this research.  Transferability, or fittingness, is akin to 
external validity.  This was developed by the inclusion of participants who had experience with 
the phenomenon under study and who were willing to voice their experiences.  Dependability 
was achieved by providing an audit trail.  Lastly, the researcher’s examination of the findings, 




Protocols to Protect Research Participants 
Approval for this study was obtained from the University of Connecticut’s IRB on March 
23, 2018.  For participants who contacted the researcher by telephone and met the inclusion 
criteria, a face-to-face interview was scheduled.  Each face-to-face interview took place in a 
private setting that included a closed space to ensure privacy.  During the face-to-face interviews, 
two copies of the consent form (see Appendix D) were signed; one was kept on file by the 
researcher and the other was given to the participant to keep for their records.  Demographic 
information (see Appendix C) was also collected.  Participants’ questions about the study 
procedure were answered prior to conducting interviews.  For the telephone interviews, if the 
participant contacted the researcher via email or telephone to set up a telephone interview, this 
was considered their informed consent to participant in the study (see Appendix B).  Prior to 
participation, the researcher also reviewed the demographic information that would be collected, 
the approximate time the interview would take to complete, how the data would be stored, and 
risks and benefits of participation. 
There were no known risks associated with participating in this research study.  
Participants were told as part of the informed consent process that they could withdraw at any 
time during the interview.  There was no obligation to complete the study in its entirety.  There 
was no cost to participate in the study and the participants did not receive compensation.  
Participants were thanked for participating in the study.  One inconvenience was the time it took 
to complete the research study.  There were no direct benefits to participating in this study.  
However, participants were told that participating in this study could potentially foster insight or 
greater understanding regarding nurses’ experiences of caring for pediatric behavioral health 




the findings in a nursing journal.  Another goal was to present the findings at research 
conferences.  One participant expressed gratitude, sharing the following: “Thank you for taking 
this on.  This is such a problem and what you are doing is very much needed.”  All audiotapes, 
addresses of participants from the ENA, and study records remained locked in a secure location.  
Research records were labeled with an assigned participant number.  For example, Participant 1 
was identified as P-1.  All electronically generated files, such as transcribed audio recordings, 
were password-protected in order to prevent access by unauthorized users.  Only the principal 
investigator had access to the passwords and study records.  All study information will be 
destroyed once the study is completed. 
Conclusion 
 Descriptive phenomenology was the research design used for this research study.  The 
sample consisted of 15 ED nurses who cared for pediatric behavioral health patient in the ED.  
Five face-to-face and 10 telephone interviews were conducted.  Interviews were audiotaped and 
transcribed by the researcher.  Colaizzi’s (1978) method for descriptive phenomenological data 
analysis was followed.  Ethical considerations regarding human subjects were discussed.  The 





CHAPTER IV: RESULTS 
In Chapter 4, the five overarching themes captured in this research will be explained in 
detail.  An exhaustive description of the nurses’ experiences of caring for pediatric behavioral 
health patients in the ED will then be presented.  The in-depth description was reviewed and 
validated by the five participants.  The method of applied descriptive phenomenological was 
followed in this investigation; in the words of Colaizzi (1978), 
Inasmuch as human research uncovers the co-researchers’ presuppositions as persons, 
and since no person can be exhaustively researched, and inasmuch as existential 
significance refers to spiraling and ever expanding horizons, then the point can never be 
reached where all of the co-researchers’ presuppositions, which guide the research at 
every phase, can be uncovered and dealt with, or where the full assessment of existential 
significance be achieved.  (p. 70) 
Sample 
Twenty-three participants expressed interest in the study.  The researcher contacted each 
interested participant in the study, but eight did not follow up.  The final sample was 15 
participants.  Twelve of the nurses were female and three were male.  The age range was from 25 
to 58 years.  The average age was 40 years.  The years the participants had been nurses ranged 
from 3 to 37 years, with an average of 22 years.  Ten nurses worked full time, three worked part 
time, and two worked per diem in the ED.  Thirteen participants self-identified their race as 
Caucasian, one as Latina, and one as Black.  The participant breakdown of marital status was as 
follows: eight were married, four were single, and three were divorced.  Twelve participants 
stated they had children and three did not have children.  The breakdown for level education was 




Although the participants were not asked in which state they resided on the demographic sheet 
(see Appendix C), the researcher was able to obtain this information while setting up the 
telephone interviews.  The researcher had to be cognizant of time zones when setting up the 
interview times.  Participants contacted the researcher from various states across the United 
States: Massachusetts, Connecticut, New Jersey, Texas, California, Alaska, Oregon, Washington, 
Maine, and Colorado. 
Additionally, each face-to-face interview took place in a private setting that included an 
office with a closed door to ensure privacy.  Ten of the interviews were conducted by telephone.  
The interviews lasted from 16 to 33 minutes; the average interview was 24 minutes.  The first 
three interviews were completed in October and November of 2014.  The remaining 12 
interviews were completed from March to May 2018.  After each interview session, the 
participants were given the opportunity to ask questions and inquire about plans for research.  
Five Overarching Themes 
From the 15 transcriptions, 355 significant quotations were extracted from the data.  
Table 4 presents a select sample of the significant statements extracted from the transcripts along 
with their formulated meanings.  The ensuing five overarching themes were identified; they 
describe the essence of nurses’ experiences caring for pediatric behavioral health patients in the 
ED: 
1. Caring on Empty: The Result of Negative Emotions and Feelings 
2. A Fraying Rope: Does Anyone Care About Us? 
3. Children in Purgatory: Too Many Waiting in Limbo 
4. Mirroring Prison Care: Are We Doing More Harm Than Good?   





Significant Statements and Formulated Meaning 
Theme Significant Statement Formulated Meaning 
1 Staff often leave because they do not want to work with this population—
especially working multiple shifts with that population day in day out, 
having to restrain, and the fear of being harmed or dealing with other staff 
being harmed, or patients having to be restrained, which is very stressful.  
It’s too much.  (No. 218) 
 
There is a high staff turnover in the ED because of the 
pediatric behavioral health population in the ED day in and 
day out.  The nurse described fear and stress associated with 
being harmed.  
1 Sometimes this area [behavioral health section] feels like I am working on a 
sinking ship.  (No. 7) 
 
Nurse described working with pediatric behavioral health 
patients like working on a sinking ship.  
2 The focus is how to help the patients, so I don’t think that they [leadership] 
were prepared and no one has caught up with helping us.  (No. 122) 
Nurse feels that the leadership team is focused on the 
patient’s experience.  Leadership is not prepared to help 
nurses. 
   
2 I think that’s, you know, for the patients.  We can restrain them; we have 
security.  But, for the parents, we can’t put our hands on them.  But, 
sometimes they try and put their hands on us.  (No. 60) 
Nurses discussed how parents put their hands on them, but 
they could not protect themselves or restrain parents like they 
could patients.  
 
3 You know while they’re here, they’re just kind of like in purgatory.  (No. 
232) 
 
Nurse described the length of stay in the ED as purgatory. 
 
3 I know that most insurance companies either have limits on their psychiatric 
visits or their availability to admit to a lot of hospitals or other psychiatric 
places. . . . [They] have the ability to say no if they don’t like the history of 
the patient—what the patient’s done in the past—and that’s difficult for us 
as an ER because we can’t say no to anybody.  If we go through all our 
hospitals and everybody says no, then that child just ends up staying for 
weeks at a time until something else can be determined.  (No. 166) 
 
Nurse is describing how insurance companies have limits on 
psychiatric visits and how facilities can say no to a patient for 
admission.  If a placement is not made, the child remains in 
the ED. 
4 So, there’s all this commotion in the hallway and a lot of times, the 
intoxicated people are screaming profanities, and even if they’re pleasant, 
they’re loud and disruptive.  And, we have these psychiatric patients—often 
kids—who have been there for days already waiting to be transferred.  And, 
I’ve seen kids get triggered by this stuff.  (No. 252) 
 
Nurse is describing the atmosphere of the pediatric 
behavioral health ED, which can include witnessing 
inappropriate behaviors by other patients.  This may trigger a 




4 Some of the nurses will stay in the nurses’ station, but I don’t see the real 
attraction for nurses to engage.  We meet their basic needs.  We don’t give 
therapy.  (No. 322) 
 
Nurse describes how nurses do not engage with pediatric 
behavioral health patients and how no therapy is given when 
the child is in the ED. 
5 I definitely think our staff would be more than willing to have more 
education.  And, then it would just come down to, how do you get it to 
them?  Is it an online training?  Is it in person?  Is it a web-based training?  
What date and time?  How do you get people to go?  (No. 227) 
 
Nurse expresses need to receive more education regarding 
pediatric behavioral health patients in the ED and discusses 
possible ways to deliver the education.  
6 We have to confirm what medications they take, which is something that 
we’re lacking in, in the emergency department.  Patients get the wrong 
medications all the time.  (No. 66) 
 
Nurses lack education in prescribing psychiatric medications.  
Therefore, patients often receive the wrong medication.  







These five themes captured the essence of the nurses’ experiences caring for 
pediatric behavioral health patients in the ED.  The themes are discussed in detail below 
with quotes from each participant summarizing their experience. 
Theme 1: Caring on Empty: The Result of Negative Emotions and Feelings 
The participants were enveloped with a sense of overwhelming negative emotions 
and feelings when caring for pediatric behavioral health patients in the ED.  Some of 
these emotions included feelings of “frustration,” “sadness,” “powerlessness,” being 
“overwhelmed,” and “anger.”  The participants had feelings of “helplessness” knowing 
that they were not able to spend adequate time with pediatric behavioral health patients 
and knowing that the required treatment could not be delivered.  They discussed not 
having enough time to spend with patients and families, to conduct evaluation, and or to 
treat their illness.  One participant illustrated this theme stating the following: 
In my career caring for all different pediatric patients, I think pediatric behavioral 
health is an area where the care environment has a serious disconnect with what 
care is given and what is needed.  I think hospitals could do a better job looking at 
these patients, and rather having them sit in a room for days, there needs to be a 
priority placed on getting them to the right facility.  There is so much sadness and 
anger and guilt felt by nurses who care for pediatric behavioral health patients.  
There has to be a better screening and placement system.  The patients aren’t 
getting the care they need or deserve and it is unfair to everyone involved.   
However, along with these feelings, there were also daily feelings of “frustration,” 
fearing for “self-safety,” and being “overwhelmed,” as well as an overall sense that they 




nurse offered, “I have felt a sense of danger when they say they are going to get you and 
they’re going to kill you.  That carries with me as a nurse and I worry about that at 
times.”  This nurse as well as others mentioned that these feelings contributed to low 
morale in the ED and high staff turnover.  One participant captured this theme: 
When I come in to work and see that I have been placed back there, I say to 
myself, “This is going to be a long 12 hours.”  I hate it.  Those are just not the 
patients that I like taking care of.  It’s just very stressful—a lot more stressful than 
taking care of the medical patients.  At least with medical patients, you know why 
they’re there, but psych patients—you really don’t know what’s going to fuel 
their fire.  Unsafe.  You’re putting yourself in an unsafe situation.  You really 
don’t know what you’re walking into.  It’s an overpopulated and abused system 
and these kids don’t have anywhere to go, and you just hope that they are going to 
sit there and comply. 
Participants often felt that patients’ behavior was very unpredictable, especially 
explosive behavior.  The more patients who came into the ED, the greater the chance they 
were going to be lined up against the wall waiting hours upon hours for an evaluation 
from a clinician.  The participants felt this created “tenuous,” “dangerous,” and “unsafe” 
situations.  The nurses often said that when the department was overflowing with 
behavioral health patients, their main goal was to keep the “status quo.”  However, even 
on days when they thought it was okay, nurses often felt like the environment in the ED 





I had a patient who was sitting in the hallway, totally fine, and then all of a 
sudden, he just—you looked at him and he looked like he wasn’t even in his 
body.  Like, his eyes were not even there.  He didn’t look like he had anything 
going on inside at all.  He just got up and went after one of our security guards.  
Our security guards had to tackle him in the hallway, with lots of other patients 
around, and families around, and medical patients.  They’re like 2-year-old 
patients who are walking around because they’re bored in their room.  We had to 
tackle his body in the middle of the hallway.  We didn’t have a bed available to 
restrain him on, so we had to wait until a bed was available.  Which, actually, it 
ended up we had to check another child off a bed to bring it out and restrain him.  
But, he wasn’t safe to even get up and restrain him, so we had to give him three 
intramuscular injections while he was on the floor.  So, all these other families 
could watch, and then [we had to] get him up on the stretcher and restrain him in 
front of everyone else.  Which, then, we had to take that other patient that was in a 
room and bring them into the hallway to put him in a room.  It was hours before 
he calmed down.  He required three more intramuscular injections, but you know 
for sure every patient and family knew what was going on, and it wasn’t really 
safe for anyone.  Our security guard was cut all over his arm, and it makes staff 
feel unsafe and scared. 
One participant described an experience that was scary for her as well as other 
families in the ED.  Even after years, this nurse vividly described her experience: 
And, then when they come in, we just have to do a rapid assessment and safety 




and everything.  It is very anxiety-ridden because you have no idea what you’re 
getting into or what you’re going to find on the patient.  I’ve had days where I’ve 
found knives and drugs, and there was this one—this one patient—one time that 
we were told afterwards, that he was trying to get out of a gang, and we found so 
many very, very long knives under his sweatshirt.  He was very, very defiant and 
was like very scary, and he sprinted out of the room and ran into another patients’ 
room—like a medical patient—one of the medical patients. [He] just absolutely 
terrified the mom of the child of the room he ran into.  So, I had to call the police 
and it was terrifying.  But, that was probably 8 years ago, but I still think about 
that every day when I get a new patient and have to change them—like safety and 
concern for everyone around.   
Participants felt that many of the children came to the ED for a behavioral health 
evaluation because of the lack of training and resources in the community.  Many 
children were transported during school hours or during actual therapy sessions.  
Participants felt overwhelmed and frustrated by pediatric behavioral health patients being 
transported to the hospital for “throwing a bouncy ball,” “throwing a piece of pizza in the 
lunchroom,” or “tipping over a desk” during class.  Participants did not understand “why 
this constituted a trip to the emergency room by ambulance.” 
One participant offered her thoughts regarding pediatric behavioral health patients 
coming to the ED during school hours: “During lunchtime and after school is when most 
of the kids come to the ER.  What comes here does not even need to be here in my 
opinion.”  Another participant added, “I’m not sure if it the testing or school rules, but we 




overwhelming.”  One participant offered her perception regarding a child who was 
transported to the ED during a therapy session at a residential home: 
I find it ironic.  The kid had been already been diagnosed and deemed violent or 
oppositional defiant disorder or ADHD, and they were at a therapy session in their 
residential place and they got angry and acted out.  So, why is it that this can’t be 
handled where they are—in a residential place where they’re surrounded by 
professionals? . . . That’s why they’re there.  And, yet, if there’s one episode of 
acting out, they don’t know what to do and they call an ambulance, and the child 
comes to us?  How are we more capable than the facility?  It’s hard.  I don’t 
understand that.  It’s frustrating to me.  Because, again, this kids will sit here with 
no treatment and suck up our resources. 
Another participant acknowledged that her empathy for caring for most pediatric 
behavioral health patients was lacking.  In particular, the nurse discussed challenges 
caring for children with autism and children who resided in juvenile detention centers: 
I feel like we are not the place for these kids [autistic children] to go, and they 
consume  much of our resources, and they can cause us a lot of injury as well.  
I’ve been bit and injured, so it frustrates me.  I don’t feel the same sense of 
empathy that I do for a child that comes to us for a true mental health crisis.  On 
some rare occasion, I may have some empathy for a child.  For some reason, to 
me, those who have a true mental health crisis where they want to kill themselves 
or are depressed—my empathy as a nurse is far greater [for them] than the usual 
day.  




Some of our population are autistic children, which is very difficult to deal with, 
especially the non-verbal ones.  But families obviously can’t be here 24 hours a 
day.  They do let us know things that help, but not being trained either as inpatient 
psychiatric nurses or nurses that specialize with autistic children, well that’s very 
difficult.   
This same participant had the following to say about children residing in detention 
centers: 
I feel, why don’t these kids stay where they are safe—a jail cell—where they 
can’t harm other people.  And, bring the crisis people or the clinicians to them 
there to really perform mental health assessment to see if they truly are suicidal or 
homicidal?  Because taking them out of what I think to be a safer place and 
bringing them to us—surrounded by toddlers and other children in this 
department—is not a safer place.  I feel it presents a danger to us.  So, I feel 
frustrated about that.  They had the knowledge to know that if they say the right 
things, they can get themselves into the emergency department.  And, they’re 
often very threatening and dangerous.  Very manipulative.  These types of kids 
consume all the resources that we have.  My empathy and patience level is very 
low with these kids. 
Other participants felt pediatric behavioral health patients were “attention-
seeking” and thought pediatric behavioral health patients were “taking up a bed” that 
could be used for a “sick” child.  One participant illustrated an experience: 
She knew what to say or to do to get into restraints and I just kind of felt like it 




attention to me.”  Blah, blah, blah.  I don’t want you to do this, but I know you 
will put me in restraints if I don’t stop.  I don’t know how to describe it better—
you know, whereas some of the younger ones are ones that are kind of a bigger 
help to kind of sort of talk them down—do verbal de-escalation kind of—sort 
of—stuff.  Unfortunately, some of them have still kind of been quote, unquote “in 
the system.”  And, I think they’re even harder to rehabilitate now because they 
just bounce around with so much inconsistency.   
From the moment children enter the ED for a behavioral health evaluation, the 
course of treatment is often described as different from that for children with medical 
concerns.  Some participants questioned the amount of medication a small child was 
taking, wondering if the therapy rendered outside of the hospital was appropriate and 
helpful to the child.  Reading the chart and the amount of psychiatric medication some 
children were taking every day seemed concerning, and nurses believed that it was 
impossible to “fix” children in the ED because the environment where they lived and the 
therapy they were receiving played a greater role in their everyday behavior.  Some 
patients are on several psychiatric medications upon entering the ED, and one participant 
seemed perplexed and saddened about the amount of medication children took on a daily 
basis: 
Sometimes I look at and I take care of the kids, and I open up their chart and I see 
the 8-year-old who’s on seven different medications.  I think to myself, this is 
almost criminal that we have an 8-year-old who’s on Prozac, Intuniv, Risperdal, 
Concerta, and Melatonin.  Sometimes, I don’t understand.  I’m not a psychiatric 




like despite all these seven meds that the child is on, they’re still here with 
behavior issues and I can’t help but think, what are we going to do about it?  
The same participant described an experience with another patient: 
There’s one particular girl I can think of that is just. . . . She goes through her life 
sedated 24/7.  She’s on round-the-clock Valium.  I think, how is she going to be 
productive in the world?  Her path has been predetermined, in my opinion, and 
she will not be successful in school or ever getting a job, or ever being a 
productive citizen.  That saddens me because I feel like if she was in a different 
environment, that it could be different.  I feel very sad.  I see that a lot.  There are 
more times when I think that these kids are on the meds, and they’re 6 years old.  
I would think more that their behavior comes from their environment, in my 
opinion.   
 These significant statements made by the nurses were not surprising.  ED nurses 
are well-trained mentally to provide care from a traditional medical model and are 
experts at episodic care in the ED.  The recovery model of behavioral health care has 
posed a significant shift in care, as highlighted by participants’ negative emotions and 
feelings during the interviews.  Some of the participants in this study discussed how 
“many good nurses have left the ED because of this population”; others mentioned 
“going to work in the clinics to get away from all of this craziness.”  
Lastly, the following quote was echoed in a myriad of ways throughout the 
interviews: “I think everybody knows we’re not doing the best we can for these kids and 





Theme 2: A Fraying Rope: Does Anyone Care About Us? 
 Participants felt that the leadership team was aware of the problems related to 
caring for pediatric behavioral health patients in the ED.  However, one participant stated, 
“They know about it, but they are not working in the trenches of it every day.”  Another 
participant expressed dissatisfaction by describing a particular experience: 
The CEO came in one day to say hi to a very prominent society figure who was 
there with a relative.  I think we had 20 psych patients that day and I said 
something to him about it, and he just said, “Oh, okay,” and went to go see this 
person.  When he came out, I said I think it would make staff feel much better if 
he went back there to see what we deal with every day.  And, so he said thank 
you, and walked back, and I think that 45 seconds later he was back at my station 
and said that he had done his walkthrough, and he was done, and it looked like we 
were very busy.  I know lots of staff had things to say after that, because it just 
seems like this problem gets ignored all the time.  So, it’s hard.  It’s definitely 
very hard.   
Another participant felt that the leadership team did not know how to handle when staff 
were injured and attempts made to help seemed disingenuous.  This participant identified 
this as an area for improvement:  
So, I guess the last thing is the security guard getting strangled and she was sent a 
fruit basket.  That’s pretty much how it was handled.  Yep, a patient came out of 
room and attempted to strangle her.  And, they called her and made sure she was 
okay and sent her a fruit basket, and then she was back to work.  It happens so 




It’s not like they could give anyone a day off because it happens pretty much 
every day that someone is injured, or verbally assaulted, or something can be 
traumatizing to the staff members.  I think it [the increase of patients] happened 
so quickly and a lot has changed [in the ED], so I don’t think that they were 
prepared and no one has caught up with it.  The focus is how to help the patients, 
but they haven’t caught up with how to help the staff.      
Physical abuse was reported by several participants.  Many of the nurses described being 
“kicked,” “punched,” “spit on,” “scratched,” or having their “hair pulled.”  Nurses also 
discussed  being out of work due to injuries sustained working in this environment.  One 
participant shared,  
The kids are violent, especially the hearing-impaired kids.  I’ve been strangled by 
one.  It was unprovoked where she just went off for whatever reason and decided 
that she wanted to strangle me.  She didn’t let go until she had someone else to go 
after and then was pulled off by security.  Then, [she was] being apologetic a 
couple of days later knowing what she did.  She just needed someone to take her 
anger out on.  I was out of work for 6 weeks because I had post-concussive 
syndrome.  Then was on restricted duty for almost 6 months.  Then, [I] went back 
to full duty but had to go to a counselor because I had posttraumatic stress 
disorder (PTSD) over it for a long time.  Administration was not that supportive 
and always seems to find fault in something you do to provoke the incident.  
Unfortunately, I don’t think anything will change until another patient gets 
injured—that administration will take it seriously.  




I still feel a personal concern when a child absolutely does not want to be there 
and they’re being held against their will—threatens to punch or hit or kill me.  
That’s a little bothersome to me.  That still occurs even with or without these 
security people there.  I have been slapped, certainly have been spit on, and I have 
been kicked at—more from the younger kids.  
Another participant recounted her experience: 
I’ve been spit at.  I’ve been punched, kicked, and sometimes I feel very abused 
back there to be honest with you.  These children are able to strike us and hit us 
and there’s really no consequences as far as legal consequences.  They end up 
getting restrained and chemically restrained with Haldol and Ativan, you know, 
things like that.  But, sometimes it’s scary working back there.  It’s terrifying.  
These children—5 feet tall and 130 pounds—and most of these children are 
bigger—at least my size or bigger.  There’re teenage boys, teenage girls that are 
towering over me and can easily overpower me.  
A participant recalled her experience witnessing the physical violence and aggressive 
behavior of a pediatric behavioral health patient in the ED: 
Yeah, witnessing other staff members literally being—their hair ripped out of 
their head for over someone like not having a hotdog.  The hotdog didn’t come up 
on the patients’ tray and they got so mad they pulled the nurse’s shirt, twisted it, 
turned, and started yanking her hair out.  Yeah, that was horrible—just like blood 
squirting everywhere from a patient that scratched his nose and he would use his 




guess you would say.  But, it’s part of the world now and part of the emergency 
department, so I guess we deal with it.   
One participant described being physically abused and having to restrain a child: 
It’s insane with the amount of bruises I’ve gone home with.  And, the amount of 
horrible things that I’ve been called a lot of times—I’m just getting screamed at 
by family members for some things that I don’t have control over and some things 
that I try to control, like the restraints and the trauma that restraining a patient 
takes.  You know, it takes a toll on you to tie someone to a bed, or into a chair 
because they’re so physically aggressive towards themselves and staff members.  
Like, it’s horrific.  And, when they’ve had—actually we’ve had in the past—
where they’ve been held down.  It’s the completely last thing that you want to do 
to someone.   
A participant shared her experience of personal violence that resulted in surgery: 
The children that I’ve taken care of over the years are—have been quite violent.  
I’ve gotten hurt, myself.  I had a child who was very, very low functioning—
autistic boy who was out of control.  He was a young teenager—maybe 13 years 
old or so—as big as myself.  He got a hold of my hand and he twisted my arm to 
the point where I have nerve damage in my right wrist and subsequently needed 
surgery to repair that.  It was a child that was not trying to hurt me per se, but he 
wasn’t able to communicate.  He knew he didn’t want to be in that room; he was 
trying to get out.  I was in his way, and I got hurt.   




There was one patient that was threatening the sitter that “when my mom comes, 
I’m gonna tell her you hit him.  When my mom comes, I’m gonna tell her you 
said I was too stupid to read a book.”  It’s just kind of the things that people are 
dealing with on a daily basis along with being call names, being sworn at.  I think 
I mentioned before—kicked, punched, spit at, verbally abused, physically abused.  
I had a child today for 12 hours straight calling me a dumb bitch.  Twelve hours 
straight.  In front of other patients and families.  It wears on you after a while.  It’s 
days like this that you feel like an awful person—not helpful—not even a nurse.   
In summary, participants described the physical and emotional abuse sustained by 
caring for pediatric behavioral health patients in the ED.  It was not uncommon for 
participants to be kicked, scratched, punched, and have their hair pulled on a regular 
basis.  In some circumstances, nurses described injuries that required medical attention 
and psychological counseling.  Participants often felt that the leadership team was not 
supportive and not doing enough for the nurses—focusing on children and not staff.   
Theme 3: Children in Purgatory: Waiting in Limbo 
All of the participants in this study described the surge of pediatric behavioral 
health in the ED over recent years and how complex and multifactorial the problem has 
become.  Participants described pediatric behavioral health has a fractured system that 
has caused a large number of pediatric behavioral health patients to come to the ED for 
care.  Over the years, this has created increased lengths of stay in the ED.  One 
participant shared, “We had a patient recently upwards of 950 hours with us.”  Coupled 
with systemic issues such as cost, hospital closures, and insurance issues, this domino 




Participants discussed how it was not uncommon for pediatric behavioral health patients 
to stay for days, weeks, and months, placing daily strains on the ED.  One nurse 
described this overpopulated area of the ED: “While they are here, they’re just kind of 
like in purgatory.” 
Participants also reflected on the number of years they had been working with 
behavioral health patients in the ED and how the number of children has “sky-rocketed 
over the years.”  Many participants remembered working in the ED with hardly any 
pediatric behavioral health patients; now, the ED “can’t keep up with all of them.”  One 
participant shared her experience: 
So, I started 10 years ago in the emergency department as a brand new grad.  
When I first started my orientation, it was extended because there weren’t enough 
pediatric behavioral health patients in the ED.  So, I had to be on orientation a 
little bit longer, so that I had more experience with them, so I could take care of 
them independently.  And, that’s certainly changed at this point.  Some of our 
nurses only have to do a couple of days back there now because it’s so busy, and 
just so acute.  So, it’s definitely a big change even in the last 10 years.  There’s 
very few times now that there’s even less than eight to 10 patients in our unit, 
whereas before there was—a lot of times there was no patients.    
Another participant shared similar perceptions regarding the spike of pediatric behavioral 
health patents in the ED: 
Alright, so I’ve been here in this emergency department for about 25 years.  I 
think there has been an explosion.  In the beginning—the early 90s—we would 




day we would get two—very sporadically.  We’ve evolved into a unit that takes—
we’ve had as many as 32 patients.  Obviously, the severity of what’s going on 
with the pediatric patients has also increased.  
 A lack of communication was also deemed as a barrier to facilitating care for 
these children.  One participant described an experience of a breakdown in 
communication that increased the length of stay for a child: 
The biggest problem with all of that though is—probably almost a year ago, we 
had a 9-year-old here that we kept for 8 or 9 days in the emergency room, with the 
caseworker coming to work with him.  He wasn’t safe to be discharged back 
home.  We couldn’t get an inpatient facility to take him.  And, he was kind of 
stuck here in limbo and there was a huge breakdown in communication with the 
crisis team and the inpatient facility with what was going on.  Like, they could 
come in and see him—see him for a little bit.  Then, they would go back to their 
office.  And, they told us they would fax their notes but they never did.  
Many participants discussed how the number of behavioral health patients that 
presented to the ED depended partly on what was going on in the world.  Participants 
noted an increase in pediatric patients when “school shootings” occurred, for instance.  
Nurses also mentioned that visits depended greatly on the time of year and time of day.  
During the summer months, participants described the ED as slower than the rest of the 
year.  Nurses perceived that possible reasons for this could be the stress of school and 
routines.  One nurse shared her perception that September through May seemed to be the 




Once September hits, all the way through May, it’s constant.  It doesn’t stop.  I 
don’t know if it’s tests, friends, or schoolwork expectations that don’t get met, or 
that they just don’t have the attention span to get through the day in school.  That 
creates behavior issues at school.  There’s also a definite correlation with the time 
of day, because it is usually the afterschool evening hours that these kids pour into 
the department.  Again, it’s my perception that it is related to behaviors escalating 
throughout the day, and it finally gets to a point where parents can’t redirect their 
child, and they call 911 to come in.   
Another participant shared this perception:  
But, when school starts, it usually takes a week or two, but we definitely get an 
influx of patients like that.  And, then our state testing weeks are usually; like, we 
have to be on psych diversion all the time.  I think that’s probably the weeks 
where we’ve gotten the 26 patients at a time.  With that—that’s even being on 
psychiatric diversion—where patients are having to go to other hospitals because 
we can’t take them anymore.  As of late, it seems like we’re not getting the 
psychiatric diversion very much, though.  Other hospitals have to accept it from 
us, and I think the view is that we admit psychiatric patients to our hospital, which 
we don’t have the capability of doing, so the other hospitals will tell us that we 
don’t have psychiatric beds; therefore, they’re not allowed to take the patients.   
One participant shared her experience of working on a Monday after April vacation: 
Last week was April vacation.  We maybe had eight kids for the entire week—
like a census of eight to 10.  Today is Monday.  A lot of kids went back to school 




definitely during times like summer, Christmas break, Thanksgiving break, the 
kids are home.  There’s not as many rules as there are in school.  They’re just 
allowed to do whatever they want, so they don’t get in trouble.  They have no 
parental supervision and they get back to school and there are rules.  Then, not 
being afraid of consequences or having a fear of those in charge, they just do 
whatever they want.  The schools are unable to handle them.  They don’t have the 
resources either, so then they are sent to the emergency department.   
Participants also reflected and described their experiences regarding social media 
and how it affected ED visits.  One participant offered, 
Social media—this access children have to social media.  Their experiences with 
texting—I mean just the accessibility, you know.  I didn’t even have pagers in 
high school and I sure didn’t have a cell phone then either.  Any interaction was 
direct human, person-to-person interaction.  Now, things are very—they’re very 
remote, so I don’t even have to be in the same country as you, but I can send 
something to you that can be very insulting psychologically to you.  I think this 
shift has created a lot of problems for kids nowadays.  
Many participants also felt that children with autism were most likely to stay in 
the ED longer, waiting for placement.  This poses even more challenges for everyone 
involved.  Children with autism were described as being very difficult to care for, 
especially over extended periods of time.  Oftentimes, families were not able to stay, 
leaving the nurses and staff working with a child who commonly had sensory, learning, 
and speech problems.  The ED environment very quickly became nontherapeutic and 




children with autism, leaving these children waiting the longest in the ED.  One 
participant discussed the increased length of stay in detail: 
One is the autistic child that comes in that has been autistic all their life.  They 
have had no sense of control of their behavior or emotions all their life, and now 
they’ve reached a size where they have become big and aggressive to their parents 
or siblings.  There’s a concern that they have become violent at home, and the 
families have no place to turn.  The parents have nowhere to turn.  They don’t 
know what to do—don’t know where to go [to] get help.  They are either guided 
or they just come on their own to the emergency room because they feel like we 
can fix the problem.  We’re not going to cure their autism.  They’re not there 
because they are suicidal or homicidal.  It’s just their behavior and they’ve been 
that way for years.  What has been put in place for them all of this time?  And, 
what are we supposed to do about it?  Because they’re the ones that stay the 
longest periods of time and take up most of our resources.  They stay for weeks 
and months at a time. 
 In conclusion, the participants expressed an explosion of pediatric behavioral 
health patients in the ED over recent years.  Participants who have worked in the ED 
environment for years and were able to make a comparison specifically described this 
increase in patients.  One participant stated that it was easier “to move a mountain before 
moving pediatric behavioral health patients out of the ED.”  Participants shared their 
thoughts on the reasons for the rise of pediatric behavioral health patients in the ED, 
including difficulties in school, social media, school shootings, and a fractured behavioral 




Theme 4: Nursing Care Mirrored Like a Prison: Are We Doing More Harm Than 
Good? 
 ED nurses are consistently under pressure to maximize their time each shift to 
manage their workload.  Oftentimes, the amount of interactions with patients is dictated 
by time constraints within the ED, which are often not favorable for the emotional needs 
of pediatric behavioral health patients.  The therapeutic relationship is the foundation of 
care for a patient with a behavioral health illness; however, oftentimes the hectic nature 
of the ED makes it almost impossible to establish trust and rapport with pediatric patients 
and families.  One participant described the evaluation process as follows: 
Well, when they come in, they are immediately changed out of their clothes.  Two 
staff members are present and we need to see all parts of their body because kids 
have come in with scissors and razors taped to them.  We have to shake out their 
bras and underwear as well.  They are also wanded by security.  Lots of them 
don’t like it.  It causes—I would say—it causes a few restraints probably every 
week because the patients don’t want to change.  You know, they feel like they’re 
losing control.  We change their clothing into hospital gowns without ties.  We 
now provide pants as well.  We take all their earrings—all their jewelry.  Their 
cell phones are turned off and put away.  They literally have nothing.  They’re put 
into a room and then stripped of everything.  We can give them TV, movies; they 
can color with crayons or markers, but they’re not allowed to have pens or 
pencils.  They have a sitter outside their room at all times, watching their every 
movement.  If they have to go to the bathroom, one of us has to go with them and 




comes up without a knife or fork on them.  Nothing hot to drink so they can’t 
throw it at us.  We have to check their trays when they go in the room and out of 
the room to make sure everything that goes in comes out.   
Another participant shared similar perceptions when describing the formation of 
the pediatric behavioral health section of the ED: 
So, a 40-bed ER and there’s 12 beds plus some hallway spaces that are in a locked 
unit.  And, that’s a new unit that had to be built in the ED because of the 
inundation of psych patients, or behavioral health patients.  We used to have some 
in the back room of our medical department, which is dangerous for a multitude 
of reason—patients running into other patients rooms, the noise level, and being 
around things that were unsafe—so we moved it up to a 12-bed unit.  It is a 
locked unit, and all the rooms are safe.  So, everything is being either a garage 
door—and the medical equipment is behind a garage door—or there’s no medical 
equipment in the room.  TVs or anything for entertainment are behind Plexiglas 
so that they can’t injure themselves on anything.  There’s nothing that protrudes 
on the walls so they could injure themselves with. . . . There’s nothing in the 
bathrooms.  Like, there’s no trash bags in the bathroom—like any trash 
containers.  There are no toilet seats.  The toilet seat is mirrored after ones in jail: 
stainless steel.  The mirror can’t be broken.  They’re always constantly observed 
in one way or another.  [There are] video cameras in the room that are connected 
to the nurses’ station.  The doors to the rooms can’t close; they swing open both 




One participant shared his thoughts about therapy for pediatric behavioral health 
patients in the ED:   
Therapy, yeah, there’s absolutely none of that going on.  There’s no nursing 
therapy directed one-on-one, essentially.  Kind of what I was saying on what I do 
on a day-to-day basis—there’s very little time to actually sit and talk to the 
patients and get in-depth and see how they’re feeling.  There’s just a lack of time 
because we have so many other patients. 
Participants recognized that some of the precautions taken to care for behavioral 
health patients were necessary for safety reasons.  However, a participant described the 
admission stay for a pediatric behavioral health patient in the ED as “mirror[ing] a 
prison.”  The participants acknowledged that patients and families were not receiving 
optimal care due to the spike in number of children coming to the ED for behavioral 
health evaluations, the lack of inpatient facilities, inpatient facilities declining to accept 
children, and the depletion of resources in the ED.  One participant described this as 
follows: 
In the behavioral health section of the ED, there’s absolutely no windows.  
There’s absolutely no resources for their school work.  There’s no resources to 
assist them with connecting with their school or anybody—with a social worker 
within the school to assist a child with their homework.  So, that patient I—that I 
was explaining—for months he was sitting there, and he was completely taken out 
of socialization, like school.  Like all patients, he really can’t do anything.  He sits 
in the room for the period that you’re there, and you [the child] may take a shower 




a lack of resources supporting . . . encouraging them to read and write, and also 
interact with other kids their age, or even other family members—because right 
now they can only see their primary caregivers, their legal guardians.  They’re not 
allowed to talk with maybe their step- or foster brother, or foster sister if they’re 
really close with them, so they’re completely isolated.      
Another participant felt that if she could wave a magic wand, behavioral health would not 
exist in the ED.  The participant shared her perceptions about pediatric behavioral health 
in the ED: 
I wish they had other places for behavioral health patients—other places for them 
to go besides the ED.  There are nurses that love that type of patient, but they 
usually are not emergency department nurses.  If the behavioral health patients 
could have their own building or a separate unit for pediatric behavioral health 
that would be great for all involved.  There are manic patients—bipolar, 
depressive disorder.  All these labels that I don’t fully understand.  I had a patient 
with an eating disorder who was crazy.  So, my magic wand would create a unit 
with beds for them to receive the best care.  They don’t belong in the ER.  They 
need nurses who are trained specifically in behavioral health.  I think they need 
that for their mental health.  In the ER, they are sitting in prison.  They aren’t 
getting the best care, and the nurses aren’t able to give the best care.  They need 
their own place.   
Participants often described how the most severe pediatric behavioral health 
patients remained in the ED for the longest period of time.  Outside facilities that 




fit and oftentimes declined potential admissions.  The children who were often declined 
admission to an inpatient facility were children with autism and children who had 
behavioral outbursts in the ED for which they required restraints.  It was often cited that 
the facility did not have the “resources” to care for these children.  This left the child in 
the ED waiting, oftentimes receiving no therapy, and exhausting all possibilities before 
being discharged back home or to residential facility.  A participant shared her 
experience: 
But, you know, it’s usually—it can be an autistic patients who are assaulting us—
spitting, needs to wear a diaper—and the hospitals says they can’t provide that 
level of care.  So, they get stuck in one room for 3 weeks, and as they are sitting 
there, they become more agitated because they want to go for a walk, you know, 
take a shower every day, and sometimes we don’t have those resources.   
 In conclusion, participants described the care environment in which these children 
stayed for days and months at a time.  Many participants expressed that the children 
stayed in their rooms; were constantly watched by staff or video cameras; and did not 
have access to schooling, exercise, or socialization.  Many facilities declined the children 
most in need of help, thereby increasing their length of stay in the ED.  Several 
participants described a less-than-therapeutic environment for healing, and many nurses 
questioned if what was being done in the ED was causing more harm than good to the 
child.   
Theme 5: Creating a Larger Tool Belt: The Need to Incorporate Pediatric 
Behavioral Health Into the ED 
 The increase in pediatric behavioral health patients seeking care in the ED has 




need for more education, knowledge, and skills when caring for pediatric behavioral 
health patients in the ED.  Several participants spoke about not feeling prepared for the 
amount of behavioral health patients when accepting the position to work in the ED.  It 
was thought that becoming an ED nurse meant caring for serious medical illnesses and 
traumas.  One participant discussed feeling not adequately informed: 
You go to nursing school.  Some people come out knowing—yeah, I want to be 
an ER nurse.  You think CPR and strokes and heart attacks, and there’s really no 
highlight in nursing school—to always have all the behavioral health patients that 
aren’t emergencies as well.  You learn about it, but when you’re in school rotation 
around psych is all inpatient and maybe some outpatient groups that you work 
with.   
A different participant shared similar feelings about being an ED nurse: 
Even in nursing school, I didn’t like psych.  It was never my interest.  I like the 
ED, trauma patients.  I have always been about saving lives.  Pediatric behavioral 
health is not meant for emergency department servicing.  We can’t always save 
their life in a code or a trauma, but we try.  I know behavioral health is important, 
but some induce their behavioral health on their own.  It’s not something I can do 
something about.  It doesn’t peak my interest.   
Other participants discussed the feelings of not being prepared as new ED nurses 
in regards to caring for behavioral health patients in the ED.  One participant also 
discussed not being prepared, which stemmed from her perceptions about behavioral 




I think my perceptions initially as a young inexperienced nurse—I was young and 
not fully prepared to manage behavioral health patients in the ED.  I had a psych 
rotation at nursing school and came out expecting to go be a lifesaving ED 
nurse—not really realizing that a fair amount of what we do in the ED was also 
focused around behavioral components that our patients had and the psychiatric 
emergency piece to it.  So, I don’t know that I was prepared [as] I could or should 
have been.   
Staff education was raised as a concern by many of the participants.  Several 
participants shared experiences that resulted from a lack of education and discussed how 
more training and education on behavioral health disorders was needed to improve the 
care they provided.  Some participants discussed the need for more training on 
medication administration.  One nurse described his experience as follows: 
Well, we try to get the medication list from the parents.  Sometimes they’re not 
there.  We try to get it from pharmacies if the parents aren’t available, but 
sometimes they fill at different pharmacies.  It’s hard to know sometimes the 
latest list—even with our electronic records—if they’ve gone to see another 
provider.  So, just reconciliation is generally a problem and sometimes meds that 
we check off in the triage screen that are being taken—sometimes they’re missed 
by the practitioner to put into the system.  There have been errors.  I wouldn’t be 
able to say a percentage because it seems like it’s hard to tell. . . . So, there are 
some medications that our pharmacy doesn’t have.  The families have to bring 




Patients commonly went to the ED from group homes without their medical 
records.  Parents did not know the names of the medications, dosage, frequency, or the 
name of the dispensing pharmacy.  Nurses discussed how it could take several hours or 
days to correct the medication and dosage.  In the meantime, patients do not receive their 
medication, or are given the wrong medication.  Other concerns included not being a 
psychiatric nurse and therefore being oftentimes unfamiliar with medications side effects.  
For instance, one participant shared, 
Sometimes, the parents don’t know what they take or they don’t give you the right 
pharmacy.  Or, they give you the medication bottle from the pharmacy, but then 
their psychiatrist has changed it and mom’s just been using the old pill bottles that 
she has—and it can be very challenging.  These medications are not meds that 
you can really mess with and give the wrong doses.  It can literally take you over 
an hour just to try and track down who knows what meds and the dose and the 
time.  We have to confirm every medication they take, which can be up to eight 
psych medications at a time.  This is something we are lacking in the emergency 
department.  Patients get the wrong medications or dose of a medication all the 
time. 
Another participant described the difficulties of medication administration for 
pediatric behavioral health patients in ED:  
I hand out a lot of meds—stuff like that.  Many of these meds I’m not familiar 
with, and often we have little time to look them up and verify that we’re actually 
giving what we’re supposed to be giving.  There’s med errors if the medications 




staff who work in this department, or in this area of the department.  There’s 
constant turnover.  There’s little oversight from nursing leadership to hold people 
accountable for these sorts of issues.  Staff often make safety event reports.  
That’s how the hospital classifies it; however, I think it happens more frequently 
that staff actually report these [as] med errors.   
Nurses who worked in an ER that served both adult and pediatric behavioral 
health patients felt that medications for children posed more difficulties.  Administering 
psychiatric medications can be particularly challenging, especially if nurses have limited 
knowledge or training on these medications.  The challenges of caring for pediatric 
patients included the correct dosages for medications.  Oftentimes, when children were 
transported from an outside facility, the medication list was not accompanied with the 
transfer.  The nurses shared that “the children g[ot] the wrong medications all the time.”   
Many staff also discussed that when a large volume of pediatric patients were in 
the ED for a behavioral health crisis, resources became quickly depleted all over.  Many 
participants expressed the need for additional “resources” when caring for pediatric 
behavioral health patients in the ED.  One participant expressed this by saying, 
The resources.  We have enough security staff, but I think there’s a lack of 
nursing staff.  I think there’s a lack of support to meet the . . . kid’s physical needs 
as far as nutrition—as far as physical activity—we don’t really have a place 
where they can be physically active.  We have a little gym that’s limited by hours, 
usually only to be accessed during the weekend.  We don’t have a lot of resources 
like this to offer patients, to deescalate them, to avoid out-of-control behavior 




Participants also expressed the need for greater training.  One nurse explained it 
as a challenge working in the ED: 
The main challenge is we don’t have training.  We’re not pediatric psychiatric 
nurses.  We’re not psych nurses either.  We have stock training that you get as an 
emergency room nurse to work with psychiatric patients, but I feel like we don’t 
do anything therapeutic for these children.  It is the ER.  It’s the only hospital 
which serves an area—the local area is about 100,000 people.  So, we’re the only 
hospital in a remote area, so we probably serve an area of 400 square miles where 
we get people shipped in from villages.  We could be really busy and we take—as 
a nurse—still have psychiatric patients as well as other patients.  So, you can’t 
just focus your time on the kids.  
 In conclusion, participants felt that pediatric behavioral health in the ED was only 
going to increase if “we look at the trends.”  They expressed not feeling comfortable with 
talking to the patients, administering psychiatric medications, and felt that resources 
could be improved.  The nurses expressed how they wanted a bigger tool belt to help in 
caring for pediatric behavioral health patients in this environment.   
Exhaustive Description 
The final product—15 participant interviews—comprised the essence of nurses’ 
experiences caring for pediatric behavioral health patients in the ED.  One participant’s 
quote accurately encompassed the experiences of nurses in this study: “[We’re] working 
on a sinking ship.”  This complex problem has many layers that often overshadow the 
nurse’s ability to provide adequate care to children who present to the ED with a 




rise of pediatric behavioral health in the ED.  In this study, nurses referred to the lack of 
community resources, lack of training, school pressures, social media, lack of inpatient 
facilities, and a rise in national tragedies such as school shootings as reasons for the 
uptick in pediatric behavioral health visits to the ED.  Nurses have an innate instinct to 
care for all patients.  However, the number of pediatric behavioral health patients 
compounded with limited resources makes nurses feel that their care is substandard.  
Nurses expressed frustration, fear, sadness, and hopelessness while caring for this 
population in the ED.  Some nurses even described physical assaults and emotional abuse 
endured while caring for these patients.  Theme 3, A Fraying Rope: Does Anyone Care 
About Us?, specifically addresses the repeated verbal and physical abuse that nurses 
either personally experienced or witnessed while working in the ED.  Furthermore, the 
nurses in this research study questioned whether leadership at the hospital had their 
mental well-being in mind.  Due to the lack of inpatient placement, pediatric behavioral 
health patients were bottled up in the ED with very strict rules that lasted for long periods 
of time.  Nurses described the care given as mirroring a prison.  Pediatric behavioral 
health patients stayed in a room, if available, with no windows.  Limited activities were 
allowed such as television and coloring.  Patients did not have access to schooling, 
exercise, or therapy.  Visitors were restricted to parents and legal guardians.  Nurses often 
spoke indirectly about ethical principles and questioned if  they were doing more harm 
than good to the children by providing a less-than-nurturing environment.  Lastly, nurses 
were overwhelmed and did not feel prepared to care properly for pediatric behavioral 
health patients in the ED.  Examples included not being able to find the current dose of a 




diagnoses, not feeling comfortable with communicating with this population, and not 
feeling prepared to care for such a high volume of pediatric behavioral health patients at 
one time.  Together, the themes really encapsulate nurses’ experience of working on “a 
sinking ship.”  Furthermore, the findings from this research study were consistent with 
those of previous studies examining nurses’ experiences in the ED.   
Conclusion 
This chapter offered a rich description of the five overarching themes the emerged 
through this research.  An exhaustive description of the nurses’ experiences of caring for 
behavioral health patients was provided.  Chapter 5 will include a detailed discussion of 
the research findings.  The conclusions drawn in Chapter 5 will be discussed in relation to 
the review of the literature in Chapter 2.  Finally, suggestions for clinical practice and 





CHAPTER V: DISCUSSION 
Chapter 5 offers a comparison of the research findings in relation to the literature 
on the nurses’ experiences of caring for pediatric behavioral health patients in the ED.  
Additionally, this chapter will highlight practice, education, and research points for 
consideration.  The limitations of this study as well as future suggestions for research 
will be offered.  Lastly, this chapter will provide an overall conclusion.  
Support From the Existing Literature 
The research findings corroborate those from existing literature on nurses’ 
challenges, barriers, and feelings in caring for pediatric patients in the ED.  What this 
research study adds is nurses’ experiences caring specifically for pediatric behavioral 
health patients in the ED.  This section will detail the relationship between findings in 
this study and existing themes in the literature regarding challenges experienced by 
nurses working in the ED.  Each theme will be discussed in relation to the existing 
literature.   
This study on the nurses’ experiences of caring for behavioral health patients in 
the ED captured nurses’ perceptions of working in this environment.  Nurses in this study 
shared intense feelings and concerns including fear, frustration, guilt, hopelessness, 
anxiety, and sadness.  Nurses also felt largely unsafe in the ED due to their experiences 
with this population.  These concerns were captured by the theme Caring on Empty: The 
Result of Negative Emotions and Feelings.  The specific experiences of caring for 
pediatric behavioral health patients were very limited in the literature.  Plant and White 
(2013) reported that nurses felt anxious and nervous about caring for behavioral health 




the unknown of what may occur in the encounter.  I was also nervous because I just 
didn’t know what to expect” (Plant & White, 2013, p. 244).  To date, two published 
studies have discussed nurses’ feelings about caring for pediatric patients in the ED, the 
findings of which were relevant to this study (Gillespie et al., 2010; Pich et al., 2013).  
According to Pich et al. (2013), nurses found this population to be demanding, attention-
seeking, disruptive, and intimidating.  Nurses often felt it was unsafe to keep disruptive 
children and families in the waiting room, and to avoid a potential aggressive situation, 
they often brought them into the ED to be seen.  This left the nurses feeling like they 
were rewarding poor behavior.  Both of these studies discussed the violent behaviors of 
pediatric patients and families in the ED; however, neither focused specifically on 
pediatric behavioral health patients in the ED.  Gillespie et al. (2010) also found that 
nurses experienced psychological responses such as fear, anger, and frustration when 
caring for pediatric patients and their families, especially after experiencing a verbal or 
physical abuse encounter.  
This research study discussed the repeated negative emotions and feelings of 
caring for this population in the ED.  The atmosphere and environment in which nurses 
practiced often contributed to moral distress, compassion fatigue, and secondary 
traumatic stress.  Theme 1, Caring on Empty: The Result of Negative Emotions and 
Feelings, captured this notion.  Nurses repeatedly expressed negative experiences to the 
point where began to dislike caring for this population; nurses even considered changing 
to a different type nursing outside of the ED arena.  Although in this study, nurses were 
not screened for negative psychosocial effects related to caring for pediatric behavioral 




empty.”  Several expressed negative thoughts, experiences, and perceptions about caring 
for this population. Three articles in the literature focused on secondary traumatic stress 
among ED nurses.  Two articles were quantitative and one was a mixed-methods.  All of 
the studies found that ED nurses had a high level of secondary traumatic stress 
(Dominguez-Gomez & Rutledge, 2009; Duffy et al., 2015; Morrison & Joy, 2016).  
Nurses in this study also mentioned that they have considered leaving the ED because of 
negative feelings experienced when caring for pediatric behavioral health patients in the 
ED.   
The present research also found that nurses vividly recalled painful experiences of 
physical and emotional abuse.  This was reported in the theme A Fraying Rope: Does 
Anyone Care About Us?  Flashbacks of painful past events were described as scary, and 
consequently, nurses did not want to care for this population.  They frequently described 
being kicked, scratched, spit on, and punched.  They indicated that this happened “almost 
daily,” and they did not view these actions as physical abuse because they had not been 
“seriously injured.”  However, some nurses did not escape being seriously injured.  One 
nurse described a physical injury that required surgery.  Nurses discussed going to 
Employee Health Services and outside counseling due to the physical and emotional 
abuse they experienced or witnessed while working with this population.  Gillespie et al. 
(2010) found that nurses working with this population were exposed to a high rate of 
physical violence.  Of the 16 pediatrics patients who enacted violence upon nurses, 
“fourteen of the patients were being treated for a psychiatric disorder, eleven of which 
were teenagers” (Gillespie et al. 2010, p. 73).  Physical violence included throwing 




50% of nurses reported being hit, spit on, scratched, punched, and/or kicked.  
Additionally, in a qualitative study by Gillespie et al. (2013), aggressor behaviors were 
discussed as predictors of physical violence in the ED.  Physical harm occurred more 
often with patients who were confused, psychotic, or under the influence of 
drugs/alcohol.  Long wait times were also believed to provoke physical violence from 
patients and visitors.  One nurse discussed having “difficulty transferring some mental 
health patients to an inpatient behavioral health unit” (Gillespie et al., 2013p. 4) if 
physical violence had recently occurred. 
This theme also encompasses nurses’ experiences of verbal abuse from pediatric 
behavioral health patients and their families in the ED.  The children often yelled and 
swore at the nurses, calling them derogatory names and threatening to harm them.  
Patients also threatened to lie to their families about nurses hitting them or calling them 
names.  Verbal abuse was also reported in the literature.  Although they did not 
specifically examine behavioral health patients in the ED, Gacki-Smith et al. (2009) 
found 70% of nurses had experienced verbal abuse, including being yelled or cursed at, 
intimidated, or harassed with sexual language.  Gillespie et al. (2010) also found that ED 
workers reported high levels of verbal and physical abuse by patients and their family 
members.  Verbally violent events included yelling, finger pointing, threatening physical 
harm to nurses, and cursing.  
In this research study, nurses expressed not feeling supported by the leadership 
team.  The theme A Fraying Rope: Does Anyone Care About Us? was meant to 
encompass how nurses typically felt that they were on a leaderless ship when attempting 




trenches,” it was difficult to envision the work environment, and this contributed to many 
nurses leaving the ED altogether.  Nurses felt that although the leadership team was well 
aware of the ongoing difficulties and challenges, significant plans to improve the 
environment for the nurses were lacking.  Ennes and Sawatzky (2016) also reported a 
lack of management support as a theme in their qualitative study.  They discussed how in 
order to properly care for patients, management needed to be supportive and have a 
listening ear.  Examples of support included having their concerns validated, having 
someone to listen to their work-related issues, and having a manager who was viable on 
the unit to assist with difficult decisions.  Nurses expressed that physical violence had 
become so commonplace that everyone, including leadership, had become emotionless to 
the problem.  Gacki-Smith et al. (2009) also discussed problems with leadership.  Nurses 
completed a 69-item survey.  Nurses discussed how workplace violence frequently went 
unreported.  Sixty-three percent of nurses reported fear of retaliation from ED 
management and 66.5% of nurses feared retaliation by hospital administration.  
 In this current study, nurses described the overwhelming amount of pediatric 
patients seeking behavioral health care in the ED.  Children were described as sitting for 
days, weeks, and months at a time.  One particular nurse described that a mountain would 
be easier to move than finding placements for pediatric behavioral health patients in the 
ED.  Nurses also shared that the most complex and serious behavioral health patients 
waited the longest, often being denied inpatient placements by facilities.  The nurses 
explained the added pressure and strain this created for the entire ED, especially being 
understaffed.  The theme Children in Purgatory: Waiting in Limbo accurately reflected 




events including shortage of staff, a decrease in continuity of care, a backlog of medical 
patients in the waiting room, and longer evaluation times for behavioral health patients 
due to staff not being able to keep up with the influx of patients.  The existing literature 
further confirms that behavioral health patients remain in the ED much longer than non-
behavioral health patients.  Of the studies in the literature, six were pediatric studies; 
findings from this study were generally consistent with findings from these six studies 
(Campbell & Pierce, 2018; Case et al., 2011; Mahajan et al., 2009; Rivera, 2014; 
Sheridan et al., 2015; Waseem et al., 2011).  These were all quantitative studies that 
showed that stays in the ED for pediatric behavioral health patients were significantly 
longer than stays for medical patients.  The current study also reported increased visits to 
the ED related to school times and social media.  Many nurses expressed how during 
school months or a particularly traumatizing event, there was generally an uptick in 
behavioral health evaluations in the ED.  Although this was not a theme identified in the 
literature review, it was discussed in relation to the social context for this study as a 
contributing factor to rising behavioral health visits in the ED (Alavi et al., 2017; Beck-
Little & Catton, 2011; Goldstein et al., 2005; Lueck et al., 2015, Roberts et al. 2016; 
Waseem et al., 2014.).  
 The next theme discussed in this research was Mirroring Prison Care: Are We 
Doing More Harm Than Good?  Throughout many of the interviews, nurses mentioned 
the restrictions pediatric behavioral health patients experienced for prolonged periods of 
time, describing this type of care as similar to that given in prison settings.  This included 
constant observation, no schooling, no activity, and an inflexible setting.  Nurses 




and months at a time.  Many nurses verbalized that although it was not intentional and it 
was recognized as subpar care, the children experienced it as inhumane.  Many nurses in 
this study felt a sense of discontent when describing the environment and lack of care 
given while in the ED.  Although there were no studies in the literature to directly support 
this theme, there were two articles that addressed moral distress while caring for patients 
in the ED that were relevant.  Robinson and Stinson (2016) and Wolf et al. (2016) both 
conducted qualitative research studies about moral distress among ED nurses.  Both 
studies reported that nurses struggled with what they perceived to be the right thing 
versus what was asked of them.  They expressed dissatisfaction with their work 
environment, guilt over their feelings about patient care, and a profound feeling of not 
being able to provide adequate patient care.  More specifically, Wolf et al. (2016) 
discussed how nurses felt that art of nursing was being lost and care was being 
compromised by the work environment and decisions made by administration.  Nurses 
further felt an imbalance of power with doctors and administrators, and further felt that 
outcome measures were beginning to outweigh patient safety.  Robinson and Stinson 
(2016) also reported that nurses became hardened over time to morally distressful 
situations and pretending that these situations did not bother them became easier. 
Finally, the nurses in this study reported a lack of confidence and knowledge to 
care for pediatric behavioral health patients.  They commented on the need to provide 
further education and skills to care for pediatric behavioral health patients in the ED.  The 
theme Creating a Larger Tool Belt: Incorporating Behavioral Health Into the ED was 
supported in the literature.  Nurses frequently reported the lack of training, knowledge, 




to nursing school when they were not made aware of how many behavioral health 
patients present to the ED for evaluations.  Their psychiatric rotation often consisted of 
inpatient psychiatric facilities and outpatient clinics that focused on behavioral health.  
The nurses had the perception that the ED was for trauma and very medically sick 
patients.  Many nurses also lacked the knowledge and confidence of psychiatric 
diagnoses and medications.  Wolf et al. (2015) discussed how nurses’ work environment 
would improve if they were better prepared to care for behavioral health patients in the 
ED.  Nurses also reported a knowledge deficit in understanding the complex etiologies of 
behavioral illnesses.  Additionally, in the existing literature, nurses also reported gaps in 
knowledge that potentially resulted in a delay of care and inadequate attention to 
pediatric behavioral health patients (Innes et al., 2013; Plant & White, 2013).  Although 
this theme was reinforced in the literature, none of the literature specifically focused on 
pediatric behavioral health patients.  The nurses in the current study reported feeling 
uncomfortable with pediatric dosages for psychiatric medications.  This current research 
illustrates the importance of education on de-escalation techniques.  Correct pediatric 
dosages along with best practices for administering pediatric behavioral health 
medications were also mentioned.   
Adding to the Literature 
This research study has added to the limited body of qualitative research focusing 
on nurses’ experiences of caring for pediatric behavioral health patients in the ED.  To 
date, the pilot study conducted by Rivera (2014) had been the only descriptive 
phenomenological study on nurses’ experiences of caring for pediatric behavioral health 




from different states across the United States, giving the study a broader view on 
pediatric behavioral health in the ED.   
Furthermore, the theme Mirroring Prison Care: Are We Doing More Harm Than 
Good? was not directly reported in the existing literature.  In this study, nurses described 
in depth the care given to pediatric behavioral health patients in the ED.  This included 
remaining in a room for several days with no windows, therapy, or school.  Television 
was the primary source of distraction.  Although the nurses identified that certain things 
were needed to protect the pediatric patients from self-harm and potential harm to staff, 
they often grappled ethically with the type of environment these children were in for 
weeks and months at a time.   
Expected and Unexpected Findings 
 Descriptive phenomenology was the method chosen for this research study.  It 
allowed participants to share their thoughts, feelings, experiences, and perceptions 
regarding the phenomenon under study.  There are many other more structured 
methodologies, therefore potentially leaving out opportunities for the participants to 
discuss important findings.  Nurses were asked to share their experiences and perceptions 
of caring for pediatric behavioral health patients in the ED.  A strong emphasis on 
negative feeling among the 15 nurses led to the first theme, Caring on Empty: The Result 
of Negative Feelings and Emotions.  All nurses reported to have several different feelings 
and emotions during the interview.  Similarly, another strong theme related to the number 
of pediatric behavioral health patients seeking an evaluation in the ED: Children in 
Purgatory: Waiting in Limbo.  This theme led to more information for the researcher.  




reason was lack of available inpatient facilities.  Another concerning finding was that 
children with the most severe disabilities or those who were deemed to be violent were 
not selected for inpatient treatment.  School pressures, national tragedies, and social 
media problems also contributed to the rise in pediatric behavioral health evaluations in 
the ED.   
 Another unexpected finding was the theme Mirroring Prison Care: Are We Doing 
More Harm Than Good?  The nurses were asked to describe their experiences and 
perceptions of caring for pediatric behavioral health patients in the ED.  During several of 
the interviews, the nurses shared their daily routines, and this often included the care or 
lack thereof for children.  This study led to the nurses describing the rooms, hallways, 
and chairs children sat in for extended periods of time.  The rigid process included the 
following: clothing changes and being frisked by security for sharp objects; lack of 
exercise to exercise and psychotherapy; limited visitors; being constantly watched by 
staff and cameras; being told if and when they could shower; and remaining in rooms 
with no windows, with nothing but a bed, stretcher, or mattress on the floor.  The list of 
what children could do was often much shorter than what they could not.  Nurses 
mentioned that several of these procedures were done to keep everyone “safe.”  However, 
having to deliver this style of care for several days, weeks, and months often made nurses 
question if they were working in a prison and were conflicted internally and if the core of 
their nursing ethical principles were being upheld.   
 Another unexpected finding in this study was the challenges of caring for children 
with autism.  Many nurses described their overall frustrations in caring for pediatric 




experienced due to lack of resources internally and externally.  However, caring for 
children with autism seemed to amplify many of the challenges nurses described.  
Children with autism were deemed the most challenging, had the longest stays in the ED, 
were denied care in outside facilities most often, needed even more resources than the 
other children, and were boarded in a rigid environment with little therapeutic care.   
Implications for Clinical Practice 
 The findings of this current study are important for EDs to consider and utilize to 
adjust their practices in order to enhance nurses’ experiences of caring for behavioral 
health patients in the ED.  Additionally, the implications will also be important for other 
providers who engage with pediatric behavioral health patients.  Caring for pediatric 
behavioral health patients is a multidisciplinary team approach that often involves several 
providers from different disciplines in order for care to be effective.  In this section, the 
following clinical practice implications will be highlighted: (a) improving care through 
nurse training in the ED, (b) strategies to reduce the length of stay, and (c) the role of 
leadership in reducing workplace violence.  Nurses in this study discussed the impact of 
limited outside resources on care seeking in the ED.  Therefore, community resources for 
children will also be addressed.  This includes early screenings in schools, integrating 
behavioral health services in primary care, and the utilization of mobile crisis teams.  
Improving Care Through Nurse Training in the ED 
Patients who come to the ED already agitated are more likely to injure staff, not 
respond to verbal de-escalation, and end up in restraints (Gillespie et al., 2014; Wolf et 
al., 2014).  Early intervention to treat increased agitation and anxiety for patients who are 




Loucks, and Raup (2016) conducted a study to detect early agitation of behavioral health 
patients in the ED.  Strout (2014) developed the Agitation Severity Scale.  Patient charts 
were reviewed over a 3-year period.  Findings from the study indicated that there was a 
decrease in the number of patients needing restraints and in the amount of time spent in 
restraints.  In addition, early detection may reduce the time spent in the ED by improving 
an earlier disposition.   
Providing the least restrictive treatment in response to a patient’s behavioral 
outburst should always be at the forefront of providing care.  McCaskill and Durheim 
(2016) made several recommendations to improve the care of pediatric behavioral health 
patients in the ED, beginning with verbal de-escalation.  Being able to verbally de-
escalate a pediatric behavioral health patient was an essential skill.  Verbal de-escalation 
strategies included a single nurse talking to the patient in a calm and slow voice.  The 
nurse should try to reduce loud noises and other distractions that may be occurring in the 
area.  The nurse needs to work on developing trust with the patient in a short amount of 
time—a skill not easily developed.  Giving patients some autonomy in the topics they 
discussed and identifying what patients would like to happen can help to build trust.  
If verbal de-escalation is not effective, an oral sedative should be offered.  
Suggested medications include diazepam, olanzapine, and risperidone.  It is important to 
administer this medication during early agitation.  Therefore, planning ahead of time was 
recommended as agitation could escalate quickly.  If a hands-on approach was needed, it 
should be treated the same way a code blue is treated for medical patients.  A sufficient 
amount of staff should be present and a staff member should be designated as the team 




pens, stethoscopes, lanyards, and scissors.  Staff should wear the appropriate protective 
gear, which included gloves and eye protection.  Debriefing should take place after the 
child is taken out of restraints.  This was an opportunity for staff to review the restraint 
policy and procedure, discuss feelings, and provide recommendations moving forward 
(McCaskill & Durheim, 2016).  
Repeated exposure to the ED environment—including the chaos, workplace 
violence, the boarding of patients, overcrowding, and unrealistic expectations for 
patients—could have an emotional toll on nurses.  ED nurses were at risk for compassion 
fatigue, secondary traumatic stress, and moral distress.  Many hospitals perpetuated an 
expectation of mental toughness, conveying the message that nurses should be able to 
handle difficult situations without long-term emotional consequences (Adriaenssens et 
al., 2012; Dominguez-Gomez & Rutledge, 2009; Duffy et al., 2015; Gillespie & Melby, 
2003; Morrison & Joy, 2016; Robinson & Stinson, 2016; Wolf et al., 2016). 
Flarity, Gentry, and Mesnikoff (2013) conducted a qualitative study that focused 
on an educational program to prevent and treat compassion fatigue in emergency nurses.  
Nurses participated in interactive group seminars, received handouts, and were given a 
guided imagery CD to listen to.  Nurses discussed being able to develop self-help 
methods to address and resolve their symptoms of compassion fatigue.  Although it was 
not measured, the retention of nurses was another potential positive outcome.  
Organizational leadership teams should implement prevention programs to help reduce 
the risk for compassion fatigue.  This proactive approach may be best utilized in training 




Strategies to Reduce the Length of Stay 
From the current study, it would be accurate to say that at any given moment in 
the ED, there are pediatric behavioral health patients.  Based on current literature, the 
number of pediatric patients is predicted to rise.  A source of dissatisfaction in the current 
study was the increased length of stay for pediatric behavioral health patients.  Studies 
have found that creating a designated behavioral health space in the ED can help facilitate 
care for behavioral health patients.  In this newer model of care, the ED is staffed with a 
behavioral health team.  This team could include a psychiatric nurse, a licensed social 
worker, a psychiatric advanced practice registered nurse, child and adolescent 
psychiatrist, and possibly other clinicians.  The team performed evaluations, coordinated 
care, implemented behavioral interventions, and provided brief psychoeducation to 
patients and families.  Rooms should be designed as safe rooms, therefore leaving little 
potential for self-harm (Grover & Lee, 2013; Upsal, Rutman, Kodish, Moore, & Migita, 
2016). 
The increased length of stay has been well-documented for pediatric behavioral 
health patients in the ED.  In a recent quantitative study by Campbell and Pierce (2018), 
the length of stay for adolescents was reviewed.  The findings showed that although the 
length of stay was greater for behavioral health patients than for medical patients, overall 
length of stay had decreased from prior years.  The use of clinical social workers helped 
to facilitate effective care, reducing the time spent in the ED.  In this study, the benefits 
of having a clinical social worker included improved patient care, an increase in system 




In a study conducted by Rogers et al. (2015), a pediatric hospital collaborated 
with a nearby Child and Adolescent Rapid Emergency Stabilization program to help 
decrease the length of stay for pediatric behavioral health patients in the ED.  This was a 
six-bed locked unit that only admitted children from ages 5 to 17.  This was a 
retrospective study that reviewed the length of stay for patients before and after 
collaboration.  Before collaboration, the average length of stay for children in the ED was 
19.7 hours.  After 1 year, the length of stay decreased to 10.8 hours—a significant 
decrease.  Over a one year period, the length of stay of pediatric behavioral health 
patients decreased by almost 50%.  This study suggested that the increased availability of 
this particular inpatient service significantly impacted the length of stay.  Overall, the 
opening of the unit also decreased hospital costs. 
Lester et al. (2018) also conducted a retrospective study to evaluate the impact of 
Crisis Assessment Linkage and Management services.  This model offers patients to stay 
in observational beds for up to 48 hours.  During this time, the focus is on assessment to 
develop a treatment plan that is diagnosis-based and family-centered.  This model also 
offers expedited external linkage to behavioral health providers.  Children were also 
included in care planning in this model.  By proactively managing behavioral health 
crises, there was a decrease in the length of stay and increase in patient throughput.   
The Role of Leadership to Decreasing Workplace Violence 
The leadership of an organization was ultimately responsible for the culture of 
that organization.  New institutional initiatives should include management commitment, 
employee involvement, measures to prevent violence, and adequate training for staff.  




measures that help to manage potential physical assaults (Gacki-Smith et al., 2009; 
Gillespie et al., 2014: Gillespie et al., 2010: Plant & White, 2013). 
Leadership commitment was demonstrated by establishing a strong violence 
prevention program.  This should begin with new employee training and ongoing training 
for existing employees.  The leadership team should focus training on “awareness, 
reporting, threat assessment, management plans, and a communication strategy” (Wyatt, 
Anderson-Drevs, & Van  Male, 2016, p. 1037).  Nurses underreported injuries for fear of 
retaliation from leadership or feelings of lack of support from the organization.  
Therefore, a no-blame culture needs to be created to increase the reporting of workplace 
violence.  Creating a no-blame culture increased staff morale and staff satisfaction, and 
decreased nurse burnout and turnover (Edward, Ousey, Warelow, & Lui, 2014; Speroni et 
al., 2014). 
Reporting was an essential step that needs to occur for change to happen.  The 
underreporting of workplace violence also happened because nurses believe that some 
violence was part of the job or because they felt that reporting was burdensome and took 
too long to complete.  However, reporting helped the leadership team establish relevant 
violence prevention programs, increased communication with nurses, and showed nurses 
that a genuine effort was being made to reduce violence.  A response from the leadership 
team should be individualized and founded on evidenced-based practices (Wyatt et al., 
2016). 
Screenings in Schools 
 Schools can serve as a vehicle for students who are disconnected from primary 




Schools are also in a unique position to reach a broad population of students, including 
those who are at risk for drug and alcohol misuse.  School-based health clinics and 
nursing offices are becoming access points for adolescents for substance abuse care.  The 
Substance Abuse and Mental Health Services Administration (2017) developed a 
protocol to screen adolescents for substance use, including a screening, brief intervention, 
and referral process.  This administration also recommended that adolescents be screened 
at two different grades levels for substance abuse.  The focus of this screening was on 
prevention, early detection, and risk assessment.  If an adolescent were to screen positive, 
brief counseling and referral to treatment in the school setting are indicated.  This 
screening allowed health teams in schools to detect risk for substance use-related 
problems and implemented brief interventions to address concerns at an early stage.  The 
screening created another access point for adolescents who may not see their primary 
care provider on a regular basis (Mitchell et al., 2012).   
Integrating Behavioral Health into Pediatric Primary Care  
 Many nurses in the current study discussed the lack of community resources as 
one of the main reason for the rise of evaluations in the ED.  Behavioral health concerns 
were among the top five reasons children were brought to primary care offices (Slomski, 
2012).  Limited access to pediatric behavioral health outside of the ED was a significant 
problem.  One way to increase access and reduce barriers was to integrate behavioral 
health into the primary care setting.  This was an opportunity for health care providers to 
identify and manage pediatric behavioral health problems. 
Behavioral health problems have been labeled as time-consuming by providers in 




behavioral health often did not have adequate reimbursements to incentivize evidenced-
based care (Gouge, Polaha, Rogers, & Harden, 2016; Nasir, Watanabe-Galloway, & 
DiRenzo-Coffey, 2016).  Gouge et al. (2016) tested having a behavioral health clinician 
work in the office with medical providers to help facilitate “warm handoffs.”  A warm 
handoff was an “on-the-spot referral in the context of a medical visit” (Gouge et al., 
2016, p. 775).  If during the medical visit, a behavioral issue was identified, an immediate 
referral was made to the behavioral health clinician.  Results of this study indicated that 
on days a behavioral health clinician was present and a warm handoff was done, medical 
providers spent less time with patients, therefore being able to see more patients and 
generating revenue.  However, more importantly, the process established an on-the-spot 
referral system, creating an opportunity for future behavioral health appointments at the 
office.   
In a similar mixed-methods study by Yogman, Betjemann, Sagaser, and Brecher 
(2018), a licensed social worker was hired full time in a pediatrician’s office.  The 
medical provider made referrals during a routine medical visit as needed.  The social 
worker established care with children and families, continuing visits at the office or 
seeking alternatives for treatment, depending on the behavioral health concern.  In the 
study, providers and families reported increased satisfaction.  There was also a reduction 
in parental stress and increase in family-centered care.  
Mobile Crisis Services 
Another way to create access to pediatric behavioral health care in the community 
was through mobile crisis services.  Mobile crisis services are gaining popularity in 




Vanderploeg, Lu, Marshall, and Stevens (2016) studied the effectiveness of mobile crisis 
services in the state of Connecticut.  These services were comprised of a statewide 
network of contracted provider staff.  There was a call center and trained specialists 
triaged incoming calls and dispatched professionals as needed.  Emergency mobile 
psychiatric services responded to several locations, including homes, emergency 
departments, and schools.  The purpose of the visits was to respond and assess patients in 
a timely manner, to provide a brief intervention, and to refer patients to ongoing care if 
necessary.  The results of this study indicated that the response time to the child—
typically under 1 hour from the time of the call—disrupted the pattern of overusing the 
ED for primarily behavioral health issues and helped to reduce the high cost of behavioral 
health hospital care. 
Gilliatt, Powell, Pizzuti, and Arfken (2018) also conducted a quantitative study 
that utilized social workers to maximize community resources and decrease 
hospitalizations among the pediatric behavioral health population.  The model involved 
three steps.  The first step was to develop the instrument to screen the child.  The second 
step was to decide who would comprise the mobile crisis team.  A well-rounded team 
consisted of a social worker, psychiatric nurse, psychiatrist, and behavioral health 
specialists.  Next, boundaries were established.  Gilliatt et al. (2018) decided that the 
mobile crisis team would be able to access EDs, would only conduct face-to-face 
interviews, and would travel to other counties to see children and families.  Last, it was 
decided that interventions for families should continue after disposition.  Over a 2-year 
period, data were collected and analyzed.  The findings showed a decrease in pediatric 




Strengths and Limitations 
This section will address the strengths and limitations of the current study.  As 
with any research study, the experiences described in the study may be biased in that they 
represent a population that is more willing to participate in research.  The nurses who 
contacted the researcher to participate could have only had negative experiences, 
potentially contributing to this bias.  The data collected relied mainly on nurses who were 
certified in pediatric emergency medicine.  Nurses who worked in the ED but did not 
have this certification were not recruited for this study. 
This study used a mailing list from the Emergency Nurses Association.  If e-mail 
addresses were not up to date, participants may have not received the recruitment 
notification.  Some of the participants also contacted the researcher for a telephone 
interview.  Therefore, some of the emotional connection and body language was lost 
during compared to the face-to-face interviews.  Although the nurses differed in age, the 
sample was comprised of mainly Caucasian and female nurses.  Therefore, study 
participants were not representative of different racial/ethnic groups.  Also, some nurses 
stated that they did not have children, potentially limiting their knowledge of the pediatric 
population. 
The results from this research only captured nurses’ experiences and perspectives 
in caring for pediatric behavioral patients in the ED.  Caring for this population requires a 
multidisciplinary approach.  The study did not include experiences or perspectives from 
other health care professionals who also care for this population on a daily basis, 
including physicians, patient care associates, advanced practice registered nurses, 




The majority of the nurses who contacted the researcher worked full time in the 
ED.  It is possible that the nurses who contacted the researcher to conduct an interview 
had a higher burnout or frustration level related to caring for this population than part-
time or per-diem nurses.  Also, the nurses interviewed worked in either a pediatric-only 
ED or an ED that cared for both adult and children.  Nurses’ experiences and perceptions 
could be different based on the type of ED. 
This study nonetheless had strengths that may have served to counteract some of 
the limitations discussed.  First, the Emergency Nurses Association is a national 
organization.  Recruiting through this organization allowed for a geographically diverse 
sample.  Participants were recruited from 10 U.S. states.  Collecting data in various ways 
allowed for greater representation of the nurses’ experiences caring for pediatric 
behavioral health patients in the ED.   
Descriptive phenomenology was also a fitting method to capture the essence of 
the phenomenon studied.  Phenomenology is rooted in examining the life experiences of 
the subjects.  Husserl (1970) wrote,  
Is it not in the end our human being, and the life of consciousness belonging to it, 
with its most profound world-problematics, which is the place where all problems 
of living inner being and external exhibition are to be decided?  (p. 114)  
Phenomenology seeks to uncover participants’ thoughts, feelings, and perceptions 
related to an experience.  This study sought to examine life experiences, specifically 
nurses’ life experiences caring for pediatric behavioral health patients.  Therefore, 




Suggestions for Future Research 
Continued research on the nurses’ experiences of caring for pediatric behavioral 
health patients is necessary.  The results of this study only scratch the surface of the 
ongoing behavioral health crisis across the country.  Proposed ideas will be discussed and 
include additional qualitative research designs and mixed-methods research designs.  
Additionally, it is important to capture the experiences of other health care providers, 
family experiences, and children’s experiences.  A proposal for an intervention study to 
implement the suggestions to improve care that nurses provided will be discussed.  Also 
suggestions to generate more diversity among participants will be discussed.   
Many aspects of caring for children with behavioral health problems have not 
been studied.  Health disparities in pediatric behavioral care were noted in the social 
context of this research study.  Disparities related to race, disability status, and 
sexual/gender minority status (LGBTQ individuals) may create substantial accessibility 
barriers in behavioral health care.  Research is greatly needed in these areas to help 
improve access and the sustainability of behavioral health care. 
This research captured the experiences of nurses caring for pediatric behavioral 
health patients in the ED.  The study gained rich data from nurses, leaving a wide variety 
of areas for future research.  Conducting additional qualitative research to examine the 
experiences of other health care providers would be beneficial, as the care being given is 
multidisciplinary and collaborative in nature.  Being able capture the experiences of other 
health care professionals would inform patient outcomes and improve care at multiple 




Gathering the experiences of children and families is also important.  Providing 
family-centered care is at the core of pediatric nursing.  This means is it imperative to 
research patients’ perceptions and experiences of being cared for in the ED.  An 
intervention study utilizing the changes in health care practices offered by children and 
their families stands to benefit future pediatric behavioral health patients in the ED.  
Additional benefits from this type of research include determining the best methods to 
teach these recommendations to health care providers, as well as how to prevent negative 
emotions, feelings, and attitudes among nurses.  Future research should endeavor to 
implement more universal methods and techniques for delivering and improving health 
care to pediatric behavioral health patients in the ED. 
Several studies focused on workplace violence, the length of stay of behavioral 
health patients in the ED, and the lack of training for nurses.  Many of these studies were 
quantitative.  Adding qualitative research would complement the results of the 
quantitative findings.  Additionally, the lack of published pediatric studies on behavioral 
health in the ED was a glaring finding.  This gap in the knowledge base needs to be 
addressed in future research.   
Another idea is using a mixed-methods study aimed at examining the experiences 
of nurses caring for pediatric behavioral health patients in the ED.  For the quantitative 
portion of the study, the Secondary Traumatic Stress Scale (Bride et al., 2004) could be 
utilized to screen for secondary traumatic stress among nurses caring for pediatric 
behavioral health patients in the ED.  For the qualitative portion, semi-structured 
interviews could be conducted to examine the experiences of nurses caring for pediatric 




topic specifically for the pediatric behavioral health population.  This research is both 
necessary and timely given the national pediatric behavioral health crisis.   
Additionally, one limitation of this research was that the results were mainly from 
a homogenous group of nurses.  Future research should include a more diverse group.  
Having a more diverse group of nurses will make the results richer, encompassing a more 
representative sample.  Organizations such as the Black Nurses Association, the National 
Hispanic Nurses Association, the Gay and Lesbian Medical Association for Nursing, and 
the American Association for Men in Nursing could be contacted to recruit participants.  
Although there are many nurse organizations, these are only a few examples to help 
increase diversity when conducting research.  
Conclusion 
 Many enter the nursing profession because they want to help others.  Nurses 
innately care for humans in their most difficult and vulnerable time of need.  The care 
usually comes naturally, instinctively, and with compassion.  As a result, the nursing 
profession is held in high regard by most of the world.  However, the results of this 
current study show a disconnect between being a caring nurse and a nurse who cares for 
pediatric behavioral health patients in the ED.  Nurses overwhelmingly found that caring 
for this population was difficult, producing negative thoughts and feelings.  Though 
nurses in this study found this population to be frustrating at times, they largely desired to 
improve patient outcomes.   
This research and other related research have highlighted the increase in pediatric 
behavioral health patients seeking care in the ED.  Hospitals are unable to keep up with 




Prager, 2017).  This trend has created a domino effect of problems that is challenging to 
understand.  Ultimately, the experiences and perceptions shared by the nurses during this 
study have led to a multitude of areas to improve upon.   
As witnessed in this research study, the lack of resources and training as well as 
the limited number of inpatient facilities contributed to nurses’ negative feelings and 
emotions.  This study also highlighted the long lengths of stay pediatric behavioral health 
patients endured in the ED.  Children were placed in ED for days, weeks, and sometimes 
months.  Consequently, nurses discussed how these challenges adversely affected their 
ability to deliver the best care to patients.  This research has further emphasized the need 
for leadership support for nursing staff.  Additionally, nurses stand to benefit from open 
and honest dialogue with the leadership team about their feelings regarding caring for 
pediatric behavioral health patients in the ED.  One nurse aptly described this experience 
as “working on a sinking ship.”  With the knowledge from this study, nurses are uniquely 
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Emergency Nurses Association 
Research Mailing Lists 
 
 Helping You Target Your Research Subjects  
Emergency Departments Emergency Nurses ED Managers  
The Emergency Nurses Association (ENA) is proud to announce the availability of two mailing 
lists to help you target your research subjects. The ENA Membership Database contains over 
40,000 names and addresses of ENA members across the U.S. Our Emergency Department 
Managers Database contains approximately 5,000 emergency department addresses, which can 
be a valuable tool to help you, contact local, state, and national emergency department 
managers. Several formats are available.  
Mailing List Requirements  
♦ _List rental fees are $175.00 per 1,000 addresses or any part thereof. Orders that exceed each 
1,000 by more than 100 will be charged for an additional 1,000 addresses (i.e., the fee for 1,125 
addresses would be $350.00). Investigators who are ENA members in good standing may 
request a 15% discount on the usage fee.  
♦ _ENA must approve the purpose of the mailing and all materials to be mailed (e.g., surveys, 
questionnaires, consent forms, cover letters, etc.).  
♦ _The approved mailing list is good only for the submitted study. Additional research studies 
require full review by ENA following the same submission process.  
♦ _A copy of all research materials MUST accompany the order form:  
• _1 Copy of all surveys that will be used in the study.  
• _1 Copy of the full research proposal. The research proposal must also include:  
 
A statement that ENA does not sponsor or endorse this study.  
A description of how subjects’ confidentiality will be maintained.  
A description of the dissemination plan for the research findings.  
• _1 Copy of the cover letter and any other letters or postcards to be sent to the study subjects. 
The documents must also include:  
A statement as to how their name and address were obtained.  
A statement that ENA does not sponsor or endorse this study. • _1 Copy of the Institutional 
Review Board (IRB) approval letter.  
• _1 Copy of the consent form (if applicable).  
 
♦ _The mailing lists may not be reproduced, sold, or used for any other purpose than that stated 
on the order form.  
♦ _ENA reserves the right to deny any request that may be in direct conflict with standards, 
policies, and offerings sponsored, or presented, by the Emergency Nurses Association or its 
affiliates.  
Revised 04/17/2013.  
 
The terms and conditions of this policy are administered by the ENA Institute for Emergency Nursing Research. The 










Principal Investigator: Cheryl Beck, DNSc, CNM, FAAN 
Student Researcher: Jamie Rivera, PhD(c), MSN, RN, CPN  
Study Title: The Lived Experiences of Nurses Caring for Pediatric Behavioral Health 
Patients in the Emergency Department 
Introduction 
You are invited to participate in a research study to share your experience of caring for 
behavioral health patients in the emergency department.  Your address was provided by the 
Emergency Nurses Association (ENA) because you are a Certified Pediatric Emergency 
Nurse (CPEN).  Although the ENA supports research, the ENA does not endorse or sponsor 
this study.   
Why is this study being done? 
The purpose of this research is to investigate the essence of nurses’ experiences of caring 




bring a larger comprehensiveness and depth to this topic. To date, the experienced of 
nurses caring for behavioral health patients in the ED has not been investigated.   
What are the study procedures?  What will I be asked to do? 
If you agree to take part in this study, you will be asked to participate in a telephone 
interview that will be audio-recorded.  You can email the student researcher to set up a 
date and time to conduct the telephone interview at your convenience.  The student 
researchers email contact is jamie.rivera@uconn.edu and telephone number is (413) 519-
2005.  During the telephone conversation, you will be asked demographics which include 
questions about yourself such as your age, gender, and level of education. Next, you will 
be asked to describe, in as much detail as you remember and wish to share, the 
experience and perceptions of caring for pediatric behavioral health patients in the 
emergency department.  Depending on the details you recall, or how many experiences 
you choose to describe, this may take approximately 30-45 minutes or more. If you 
would like the student investigator will contact you once in the future via an email 
address that you would provide and ask you to review a summary of the study results. 
The study summary will be sent by email correspondence via a temporary and secure 
storage program for sharing files. The email will contain a secure file that you will be 
able to download on your computer. You will have a chance to comment on the results 
and respond if you desire. 
What are the risks or inconveniences of the study?   
We believe there are no known risks associated with this research study; however, if you 




study.  You do not have to complete the study. One possible inconvenience to you may 
be the time it takes to complete the study.  
What are the benefits of the study? 
You may not directly benefit from this research; however, we hope that your participation 
in the study will bring insight and a greater understanding of nurses’ caring for pediatric 
behavioral health patients in the emergency room.   
Will I receive payment for participation?  Are there costs to participate? 
There are no costs and you will not be paid to be in this study.  
How will my personal information be protected? 
The following procedures will be used to protect the confidentiality of your data. The 
researcher will not use your real name in the published study. The audio recording device 
will store the interview. The interview will be transcribed verbatim by the student 
researcher to a digital file that will remain secure and password protected. The audiotape 
will be transcribed without any information that could identify you. Your name, contact 
information, or email will not be shared with anyone. Research records will be labeled 
with a sequential 3-digit code. The code will be derived from a sequential participant 
number that reflects how many people have enrolled in the study. The researcher will 
keep all study records locked in a secure location. The study records will be securely kept 
in the student investigator’s faculty office located at Westfield State University.  The office 
location is the Wilson building, room 216G.  The study records will be locked in a cabinet 
and the student investigator will have the master key.  Additionally, the door to the office 
will also remain locked when the student investigator is not in the office.  The audiotapes 




database, spreadsheet, etc.) containing identifiable information will be password protected.  
Any computer hosting such files will also have password protection to prevent access by 
unauthorized users.  Only the principal investigator, Cheryl Tatano Beck, DNSc, CNM, 
FAAN and the student researcher, Jamie Rivera, MSN, RN, CPN will have access to the 
passwords.  Data will be coded as described above to help protect your identity.  At the 
conclusion of this study, the researchers may publish their findings.  Information will be 
presented in summary format and you will not be identified in any publications or 
presentations.  We will do our best to protect the confidentiality of the information we 
gather from you but we cannot guarantee 100% confidentiality. Your confidentiality will 
be maintained to the degree permitted by the technology used. Specifically, no guarantees 
can be made regarding the interception of data sent via the Internet by any third parties. 
You should also know that the UConn Institutional Review Board (IRB) and the Office 
of Research Compliance may inspect study records as part of its auditing program, but 
these reviews will only focus on the researchers and not on your responses or 
involvement.  The IRB is a group of people who review research studies to protect the 
rights and welfare of research participants.  
Can I stop being in the study and what are my rights? 
You do not have to be in this study if you do not want to.  If you agree to be in the study, 
but later change your mind, you may drop out at any time. There are no penalties or 
consequences of any kind if you decide that you do not want to participate. You do not 






Whom do I contact if I have questions about the study? 
Take as long as you like before you make a decision. We will be happy to answer any 
questions you have about this study.  If you have further questions about this study or if 
you have a research-related problem, you may contact the principal investigator, Cheryl 
Tatano Beck DNSc, CNM, FAAN  (860) 486-0547 or the student researcher, Jamie 
Rivera, MSN, RN, CPN, (413) 519-2005.  If you have any questions concerning your 
rights as a research participant, you may contact the University of Connecticut 
Institutional Review Board (IRB) at 860-486-8802.  The IRB is a group of people who 
review research studies to protect the rights and welfare of research participants.  
 
Thank you for your consideration, 
 
Jamie Rivera, PhD(c), MSN, RN, CPN 
Graduate Student 

















1. What is your gender?  
o  Female  
o  Male  
 
2.  What is your marital status?   
o  Single 
o  Married 
 
3.  Do you have any children? 
o  Yes  
o  No 
4. What is your age? 
o Response: __________________ 
5. What is your ethnicity? (Please select all that apply.) 
o  American Indian or Alaskan Native 
o  Asian or Pacific Islander 
o  Black or African American 
o  Hispanic or Latino 
o  White / Caucasian 
o  Prefer not to answer 
o  Other (please specify) 
  





o  Associate Degree (ADN) 
o  Baccalaureate Degree (BSN) 
o  Master's Degree 
o  Doctorate Degree 
7. How many years have you been a nurse? 
o Response: __________________ 
8.  How many years have you worked in the Emergency Department? 
o Response: __________________ 
9. What is your current employment status? 
o  Full-time  
o  Part-time 






Consent Form for Participation in a Research Study 
 
 
Principal Investigator: Cheryl Tatano Beck, DNSc, CNM, FAAN 
Student: Jamie Rivera, MSN, RN, CPN 
Study Title: The Lived Experiences of Nurses Caring for Pediatric Behavioral Health Patients in 
the Emergency Department 
Introduction 
You are invited to participate in a research study to share your experience of caring for 
behavioral health patients in the emergency department.  You are being asked to participate 
because you are a nurse who has cared for pediatric behavioral health patients in this setting.  
Why is this study being done? 
The purpose of this research is to investigate the essence of nurses’ experiences of caring for 
pediatric behavioral health concerns in the ED.  This will hopefully bring a larger 
comprehensiveness and depth to this topic.  To date, the experiences of nurses caring for 
behavioral health patients in the ED has not been investigated.  
What are the study procedures?  What will I be asked to do? 
If you agree to take part in this study, you will be asked to participate in a face-to-face interview 
that will be audio-recorded.  You can email the student researcher to set up a date and time to 




jamie.rivera@uconn.edu and telephone number is (413) 519-2005.  During the face-to-face 
conversation, you will be asked demographics which include questions about yourself such as 
your age, gender, and level of education. Next, you will be asked to describe, in as much detail 
as you remember and wish to share, the experience and perceptions of caring for pediatric 
behavioral health patients in the emergency department.  Depending on the details you recall, or 
how many experiences you choose to describe, this may take approximately 30-45 minutes or 
more. If you would like the student investigator will contact you once in the future via an email 
address that you would provide and ask you to review a summary of the study results. The study 
summary will be sent by email correspondence via a temporary and secure storage program for 
sharing files. The email will contain a secure file that you will be able to download on your 
computer. You will have a chance to comment on the results and respond if you desire. 
What are the risks or inconveniences of the study?   
We believe there are no known risks associated with this research study; however, if you become 
upset discussing your experiences, please know you can stop participating in the study.  You do 
not have to complete the study. One possible inconvenience to you may be the time it takes to 
complete the study.  
What are the benefits of the study? 
You may not directly benefit from this research; however, we hope that your participation in the 
study will bring insight and a greater understanding of nurses’ caring for pediatric behavioral 
health patients in the emergency room.   
Will I receive payment for participation?  Are there costs to participate? 





How will my personal information be protected? 
The following procedures will be used to protect the confidentiality of your data. The researcher 
will not use your real name in the published study. The audio recording device will store the 
interview. The interview will be transcribed verbatim by the student researcher to a digital file 
that will remain secure and password protected. The audiotape will be transcribed without any 
information that could identify you. Your name, contact information, or email will not be shared 
with anyone. Research records will be labeled with a sequential 3-digit code. The code will be 
derived from a sequential participant number that reflects how many people have enrolled in the 
study. The researcher will keep all study records locked in a secure location. The study records 
will be securely kept in the student investigator’s faculty office located at Westfield State 
University.  The office location is the Wilson building, room 216G.  The study records will be 
locked in a cabinet and the student investigator will have the master key.  Additionally, the door to 
the office will also remain locked when the student investigator is not in the office.  The audiotapes 
and transcriptions will be destroyed after the study is completed.  All electronic files (e.g., database, 
spreadsheet, etc.) containing identifiable information will be password protected.  Any computer 
hosting such files will also have password protection to prevent access by unauthorized users.  Only 
the principal investigator, Cheryl Tatano Beck, DNSc, CNM, FAAN and the student researcher, 
Jamie Rivera, MSN, RN, CPN will have access to the passwords.  Data will be coded as described 
above to help protect your identity.  At the conclusion of this study, the researchers may publish 
their findings.  Information will be presented in summary format and you will not be identified in 
any publications or presentations.  We will do our best to protect the confidentiality of the 
information we gather from you but we cannot guarantee 100% confidentiality. Your 




no guarantees can be made regarding the interception of data sent via the Internet by any third 
parties. You should also know that the UConn Institutional Review Board (IRB) and the Office 
of Research Compliance may inspect study records as part of its auditing program, but these 
reviews will only focus on the researchers and not on your responses or involvement.  The IRB is 
a group of people who review research studies to protect the rights and welfare of research 
participants.  
Can I stop being in the study and what are my rights? 
You do not have to be in this study if you do not want to.  If you agree to be in the study, but 
later change your mind, you may drop out at any time. There are no penalties or consequences of 
any kind if you decide that you do not want to participate. You do not have to answer any 
question that you do not want to answer for any reason.  
Whom do I contact if I have questions about the study? 
Take as long as you like before you make a decision. We will be happy to answer any questions 
you have about this study.  If you have further questions about this study or if you have a 
research-related problem, you may contact the principal investigator, Cheryl Tatano Beck DNSc, 
CNM, FAAN  (860) 486-0547 or the student researcher, Jamie Rivera, MSN, RN, CPN, (413) 
519-2005.  If you have any questions concerning your rights as a research participant, you may 
contact the University of Connecticut Institutional Review Board (IRB) at 860-486-8802.  The 
IRB is a group of people who review research studies to protect the rights and welfare of 







Documentation of Consent: 
I have read this form and decided that I will participate in the project described above. Its general 
purposes, the particulars of involvement and possible risks and inconveniences have been 
explained to my satisfaction. I understand that I can withdraw at any time.   
 
 
____________________  ____________________  __________ 
Participant Signature:   Print Name:    Date: 
 
 
____________________  ____________________  __________ 
Signature of Person   Print Name:    Date: 
Obtaining Consent 
 
 
